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The radium therapy service at Charity 
Hospital was reorganized in April, 1938; 
the work was centralized and responsibility 
for it was assigned to the Department of 
Radiology. In the intervening five years 
more than 800 women with carcinoma of 
the cervix have been referred to us for 
treatment, but full facilities for their care 
did not become available till the Department 
moved to its present quarters in the new 
building in August, 1939. Between the two 
stated dates the methods of treatment re- 
mained uniform, and this interval of seven- 
teen months therefore is a logical period 
for analysis, now that sufficient time has 
elapsed for a preliminary survey of the end 
results obtained. 

It is not our intention to report so-called 
“cures.” We fully realize that survival for 
a minimum of five years is the accepted 
criterion for satisfactory control of any 
type of cancer. But statistical studies have 
shown that in carcinoma of the cervix the 
first two years following treatment consti- 
tute the critical period and that after the 
third year the decline in survivors is fairly 
constant in all series. On this basis the 
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three year survival rates can be considered 
significant in judging the merits of the 
therapeutic policy pursued. At the same 
time it must be clearly understood that an 
appreciable number of the survivors for this 
period subsequently develop late recurrences 
and eventually die of cancer. With this 
limitation in mind we propose to describe 
briefly the plan of treatment followed, to 
review the work for the period specified 
and to compare the survival rates obtained 
with similar figures published from other 
clinics. 
X-RAY AND RADIUM TITERAPY 

A combination of x-ray and radium ther- 
apy was employed whenever possible. 
Treatment usually began with external 
x-ray therapy, given in accordance with the 
technic worked out by Arneson and 
Quimby.' The dose amounted to 1600-2000 
r in air through each of six pelvic ports, in 
a period of 24 days, using 200 KY, 0.5 mm. 
Cu plus 1 mm. Al filtration, and 50 cm. dis- 
tance. In addition, many of the patients 
had pervaginal x-ray therapy according to 
the method described by Cooper.2 The 
dosage through this route varied consider- 
ably but it seldom exceeded 5000 r. Radium 
therapy was administered approximately a 
month later, employing a modification of 
the technic of Regaud and Lacassagne.* 
From 5000 to 8000 mghrs. were given in a 
period of four to eight days, about half in 
the cervical canal and half in the vaginal 
fornices. A study of the total tissue dosage 
attained has been presented elsewhere. 


Table 1 shows the composition of the ma- 
terial for the period under study. It com- 
prises 226 consecutive unselected cases of 
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TABLE 1 
CARCINOMA OF THE CERVIX 
Histologically Proved Cases 
April 1, 1938 to August 31, 1939 
Primary 
Recurrent 
Prophylactic 


Total 


carcinoma of the cervix proved by biopsy. 
One patient has been excluded because she 
had a prophylactic hysterectomy after ra- 
diation therapy. But otherwise no case has 
been deleted for any reason whatsoever, 
whether treated or untreated, traced or un- 
traced. The rules of the Radiologic Subcom- 
mittee of the League of Nations‘ have been 
observed, counting as deaths from cancer all 
deaths from intercurrent disease and all un- 
traced patients. 


The prophylactic group (table 2) includes 
those patients who had clinically healed 
lesions during the period under study, but 
who were irradiated nevertheless, with the 


TABLE 2 
END RESULTS IN MODIFIED CASES 


Prophylactic 
Number of cases 
Survived 3 years or more 
Survival rate 


Recurrent 
Number of cases 
Survived 3 years or more 
Survival rate 


For this 


idea of preventing recurrence. 
reason no.credit can be claimed for the high 


proportion of survivals shown. It is very 
doubtful that the supplementary treatment 
given had any beneficial effect, since there 
is no proof for the belief that periodic ir- 
radiation will prevent recidivation. As a 
matter of fact, in a well conceived plan of 
treatment the tolerance of the normal struc- 
tures is exhausted, and additional radiation 
may be injurious. Except in postoperative 
cases, the policy of administering prophy- 
lactic radiation has therefore been aban- 
doned. 

Actual recurrences, on the other hand, 
present a very difficult problem in treat- 


ment. The danger of radionecrosis is high, 
while the prospect of destroying the neo- 
plasm is slight. So it is gratifying to see 
that even four patients lived for three years, 
but the group is too small to attach much 
significance to the survival rate (table 2). 

The primary cases, that is, the patients 
previously untreated, form the bulk of the 
material (85 per cent), and merit more de- 
tailed consideration. Tabulation of the 
symptomatology and other clinical data will 
be omitted, as this aspect of the subject has 
been well covered in numerous publications 
(Lane-Claypon*), and the material at Char- 
ity was studied from this standpoint several 
years ago by Johnson and Tyrone.°® 

It was not possible to follow the plan of 
treatment already outlined in all cases, 
either because the patient was unwilling to 
permit it or because of limitations imposed 
by the disease and its complications. On 
purely medical grounds the radical treat- 
ment was not feasible in one-fourth of the 
cases. Aside from extension of the disease 
beyond the scope of all curative measures, 
the principal handicap was infection. 

Two deaths occurred in the hospital fol- 
lowing treatment: One patient went into 
uremia after her first application of ra- 
dium; and one patient who had had severe 
hemorrhages very unwisely was treated 
with radium while her condition was still 
very poor and she died three days after a 
short treatment. The primary mortality 
thus was 1.07 per cent. 

Figure 1 gives the survival curve for the 
primary cases. This is more informative 
than the mere statement of the survival 
rate. Our series is contrasted with a group 
of untreated patients studied by Nathanson 
and Welch. It can be seen that half the 
untreated cases die within nine months 
while the same proportion of our patients 
was lost in 24 months. The marked differ- 
ence in the slope of the two curves graphic- 
ally demonstrates the palliative value of ir- 
radiation even in patients who live only a 
brief period after treatment. It is equally 
obvious that after three years the survival 
curve for treated cases still diverges appre- 
ciably from the curve of “normal” decline 
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Fig. 1 


of the population and that we must antici- 
pate substantial losses before the fifth year. 

Seventy-three patients have survived 
three years or more; of these, one received 
no treatment and is not included in the 
computation of the end results. The abso- 
lute three year survival rate is therefore 
37.7 per cent. 

In exploring the prognostic significance 
of some of the features of the disease, 12 
patients who rejected treatment or who de- 
serted after one or two visits can be elimi- 
nated (table 3). The variations in the sur- 
vival rates recorded are not statistically 
significant, and we have no evidence to in- 
dicate that the type of lesion, the histologic 
picture, the age of the patient, or the pres- 
ence of infection definitely influence the 
outcome of treatment. 

On the other hand, it is well established 
that the anatomic extent of the disease at 
the time of treatment has a decisive effect 
on the proportion of cases controlled. This 
is apparent from table 4, where our results 
are compared with those reported by Meigs 
and Dresser.’ The rates are computed on a 
relative basis and lesions of the stump have 
been eliminated. 

There are still some among us who main- 
tain that early cases of carcinoma of the 


TABLE 3 
PROGNOSTIC FACTORS 
179 Primary Cases 
Relative 
Survival 
Rate 
. Histology No. Survivors Per Cent 
Squamous Ca. 174 71 41 
Adenocarcinoma 1 20 
. Infection 
Septic cases 
Uninfected cases 
ie Age 
23 - 29 
30 - 39 
410 - 49 
50 - 59 
60 - 78 
Unknown 


. Type of lesions 
Stump 
Intact’ uterus 170 

TABLE 4 

PROGNOSTIC SIGNIFICANCE OF THE 

EXTENT OF THE DISEASE 
Relative Three Year Survival Rates 
Stage I II lil IV 


Massachusetts General’ 


\NATOMI 


Total 


No. of cases 15 
Survivors 13 
Survival rates 87% 
Charity Hospital 
No. of cases 16° 
Survivors 13 
Survival rates 81% 
Pondville Hospitals 
No. of cases 5 
Survivors 5 
Surv. rates 


0 e 
100% 100% 
Charity Hospital 

(White patients only) 

No. of cases 7 23 

7 


14 


. Pee , 
61% 37% 9% 


Survivors 


Surv. rates 100% 


cervix should have a hysterectomy either 
before or after radium therapy, in order to 
give the patient the best chance for cure. 
If this argument is valid the result of the 
combined treatment by radium and the 
radical Wertheim hysterectomy should 
prove it conclusively. Lynch’ has for many 
years advocated just such a plan, and in 
table 5 a comparison is made between the 
results he has reported and the operable 
and borderline cases in our series. It can 
be seen that while the survival rate is some- 
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TABLE 5 
COMPARISON OF END RESULTS 
AT THREE YEARS 
Stages I & II 


Lynch, Univ. of 
California Charity Hospital 
Radium & Wertheim Radium and X-ray 


No. of cases 58 69 
Primary mortality 6.9% 0% 
Survivors (40) 45 
Survival rate 68.9 % 65.2 % 
Difference 3.7 + 8.4% 


what better in the surgical cases the differ- 
ence is considerably less than twice the 


standard error and consequently the dis- 
crepancy must be considered meaningless. 
The two methods of treatment in fact give 
identical results; this can be shown equally 
well for the rates reported at the end of 
five years and of ten years. The advantage 
for radiation lies in its greater safety, and 
in that it is suitable for “bad risks”, as well 
as for patients who are good candidates for 
radical surgery. How much selection must 
be exercised in employing the operation is 


apparent from the size of the two groups; 
Lynch’s cases were collected over a period 
of several years, whereas the Charity group 
includes consecutive cases that submitted to 
treatment in a period of 17 months. 


The factor of selection can so markedly al- 
ter the rates one is able to report that really 
trustworthy figures are preferably derived 
from absolute assessments. A comparison on 
this basis is made in table 6. Similarly, table 
7 lists the most recent three year results re- 
ported by some of the leading clinics in this 
country and abroad.’*'* Our rates agree 
satisfactorily with the figures quoted, 
though the latter do not necessarily repre- 
sent the best results achieved at the respec- 
tive institutions; lately some of them have 
given only their five year rates. 


It seems justifiable to conclude that the 
plan of treatment followed at Charity Hos- 
pital during the period under study was 
sound in its essentials and that the yield in 
survivors has not been entirely disappoint- 
ing. There is still no reason for satisfac- 
tion with the degree of success attained, but 
on the contrary, urgent need for substantial 
improvement. 


TABLE 6 
ABSOLUTE THREE YEAR SURVIVAL RATES 


Schmitz Classification 
I&II MIiIl 


Ward and Sackett! 

Woman’s Hospital 
No. of cases 32 119 
Survivors 21 41 
Survival rates 65.6% 34.5% 

Hahn!? 

American Oncologic Hospital 
No. of cases 24 24 
Survivors 20 11 
Survival rates 83% 46% 


IV&V Total 


League of Nations 
Classification 


Charity Hospital 
No. of cases 18 134 
Survivors 14 56 
Survival rates 78% 42% 


II & Ill 


TABLE 7 


ABSOLUTE THREE YEAR SURVIVAL RATES 


Per Cent 
38.9 


Cases 


Regaud and Hermet!® 873 


Curie Institute 
Paris 


Charity Hospital 


Bowing & Fricke!* 
Mayo Clinic 
Rochester 


Healy! 
Memorial Hospital 
New York 


Heyman!6 
Radiumhemmet 
Stockholm 


Cade 17 
Radium Institute 
London 


Charity Hospital 
(White patients only) 


SUMMARY 


From April, 1938 to August, 1939, 226 
cases of carcinoma of the cervix were 
treated at Charity Hospital. The method 
of treatment and the composition of the 
material are described. The absolute three 
year survival rate in primary cases is 37.7 
per cent. Prognostic factors are evaluated 
and satisfactory agreement is shown be- 
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tween the results obtained and the figures 
reported from other clinics. 
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DISCUSSION 

Dr. Peter Graffagnino (New Orleans): My dis- 
cussion of this very interesting and informative 
paper will be based upon data, still incomplete, 
which I am now collecting with the aid of a grant 
from the Helis Research Institute. The study will 
eventually concern 500 unselected proved cases of 
carcinoma of the cervix treated at the New Or- 
leans Charity Hospital over an approximately four 
year period ending in June, 1937. Since the au- 
thors’ analysis begins in 1938, there is no overlap- 
ping of cases except possibly in their small groups 


of recurrent and prophylactically irradiated pa- 
tients. 


The follow-up portion of my study has not yet 
begun, but a casual survey of the 500 records 
being analyzed shows that 125 patients either 
died in the hospital or are known to have died 
after discharge. In the 300 records abstracted to 
date, 24 patients are dead and 78 others were 
discharged as beyond further treatment of any 
kind. 


Dr. Garcia has mentioned certain aspects of 
carcinoma of the cervix which strike me as worthy 
of further discussion. One is the fact that the 
ideal treatment he describes is not always, indeed 
is not very often, carried out. One reason, at 
least in the period covered by my study, is the 
limited amount of radium then available; another 
is infection. But infection, extensive as it fre- 
quently is, can often be controlled by proper 
treatment, so that irradiation is eventually pos- 
sible. More serious is the fact that so many of 
these patients, either from ignorance or for other 
reasons, such as residence out of the city, do not 
cooperate in treatment. They do not need hos- 
pitalization and cannot reasonably occupy bed 
space in the institution, but when they are dis- 
missed from it they fail to return to the Depart- 
ment of Radiology for treatment or to the clinic 
for observation and no adequate machinery exists 
for keeping in touch with them or for bringing 
them back. As a result, they either die without 
further treatment or they return too late for any 
treatment to be of avail. 


It is rather appalling to find that a few patients 
who returned to the hospital complaining of other 
symptoms, chiefly cardiac and orthopedic, were 
treated for them and that their cervical state was 
completely ignored. One woman, who was later 
found to have metastases to the sacrum and a 
frozen pelvis, was actually submitted to laminec- 
tomy for a supposed displaced intervertebral disk 
before the gynecologist saw her again. Certainly 
organization would seem to be the first principle 
in the treatment of cancer subjects. 

In the 226 cases reported by the authors were 
nine instances of carcinoma of the cervical stump. 
In the 300 cases I have abstracted to date are 12 
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such instances. (In one case the operation was 
performed more than 20 years before the develop- 
ment of symptoms. In one or two others malig- 
nancy was unquestionably present when supra- 
vaginal hysterectomy was performed.) The rou- 
tine performance of total hysterectomy in every 
practical case would.seem to solve the problem of 
prevention in a small but definite group of cases 
of cervical carcinoma. 

My analysis shows that the authors are entirely 
correct in their statements about the value of 
palliative irradiation. Many patients who had ex- 
tensive disease when they were first seen and who 
are known to have died later or who were later 
dismissed as beyond further treatment exhibited 
remarkable local and general improvement after 
palliative irradiation and had more or less long 
periods of comfort. This is no small gain in a dis- 
euse in which the outlook is so generally poor. 

The most outstanding fact, however, which I have 
derived from the study of these 300 records is 
confirmation of the already established fact, of 
which so little practical use is made, that the prob- 
lem of cervical carcinoma will never be solved 
until some means can be devised of bringing to the 
attention of, and ceaselessly impressing upon, all 
women of all races and social classes that any de- 
viation from the pelvic norm, so to speak, is so dan- 
gerous as to demand the immediate attention of a 
physician. Among these patients were women who 
for months and even for years had tolerated foul 
vaginal discharges and bleeding, sometimes slight 
but sometimes approaching the hemorrhagic, and 
who had done nothing about it because they 
thought they were “having the change.” 

More damning from the standpoint of the medi- 
cal profession is the group of women who did do 
something about it, who consulted their physicians 
promptly, but whose physicians either did nothing 
about it or did something wrong. Half a dozen of 
these patients were told that their symptoms were 
due to the menopause. Two were told that they 
had had abortions, although one of them insisted 
that she could not have been pregnant. One was 
treated medically for two years. Another—it must 
be granted that an initial biopsy was negative— 
was cauterized monthly for the same length of 
time. Obviously physicians, like patients, must be 
taught that vaginal discharges and irregular 
bleeding, no matter how slight, are abnormal and 
dangerous, no matter what the period of life. They 
must also be taught that while the taking of a 
biopsy is the first step on the road to salvation, 
reliance upon a single negative biopsy, in the face 
of continued clinical evidence of disease, will only 
add to the mortality of carcinoma of the cervix. 

Dr. Leon Menville (New Orleans): While I am 
thoroughly familiar, as head of the Department of 
Radiology at Charity Hospital, with the methods 
of radiation therapy employed in treating carci- 
noma of the cervix, I wish to give entire credit to 
Dr. Garcia for his edifying report so splendidly 


presented to us this evening. I am co-author of 
this report, but my being so is merely an incident 
through the graciousness of Dr. Garcia. 

His presentation is interesting from many view- 
points. He was very modest and did not call to 
your attention the comparative survival rates of 
carcinoma of the cervix treated at Charity Hos- 
pital with those treated in other large medical 
centers of this and other countries. He also did 
not stress the fact that a great majority of these 
patients were colored and those of us who have 
lived in the South all of our lives and have practiced 
medicine here know the difficulty of handling 
some of these patients. They are as a whole no- 
toriously procrastinators and invariably present 
themselves, particularly in cases of carcinoma of 
the cervix, when the disease is far advanced. Dr. 
Garcia’s report is but another manifestation of 
what we have already heard in the past, that the 
practice of medicine in the City of New Orleans 
compares most favorably with that of other large 
medical centers almost anywhere. 


In his group of cases he presented to you this 
evening, of 170 patients, 106 were colored and 64 
were white. You perhaps noticed, from the slides 
he presented, that in the group of 64 white patients 
the survival rate period was 48 per cent. That is 
certainly a most encouraging situation. If you no- 
ticed carefully also on the same slide, you saw that 
there were seven patients that were in the early 
stages of the disease, all of whom have survived 
the three year period. If you observed again the 
slides which gave the combined results of both 
white and colored you noticed that in stage I group 
of patients, 81 per cent survived the three year 
period, and of group stage II, over 60 per cent sur- 
vived in three years. It does seem but reasonable 
that we should have these patients present them- 
selves for examination and treatment at least when 
they are in group II. I quite agree with Dr. Graf- 
fagnino that procrastination is not only on the part 
of the patient but also, too often perhaps, on the 
part of the physician. 

To me this report is representative of an intel- 
ligent demonstration of a profound knowledge in 
the handling of an important subject—carcinoma 
of the cervix. 

Dr. John R. Schenken (New Orleans): I would 
like to call your attention to the fact that Dr. 
Garcia failed to mention the histologic grade of 
the neoplasm. Perhaps you may feel that this 
should have been included in the discussion and 
that I as a pathologist should object to the fact 
that it was deleted. 


Actually that is as it should be because the 
pathologist cannot tell you anything about prog- 
nosis from the histologic grade but the clinician can 
give much from the clinical grade. 

Dr. Garcia’s analysis of the results of treatment 
based on clinical grades amply substantiates this 
statement. 
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FUNCTIONAL UTERINE BLEEDING* 


ROBERT J. CROSSEN, M. D. 
Sr. Louis, Mo. 


A discussion of uterine bleeding usually 
includes both the functional and organic 
types, but, since it would be impossible to 
cover both adequately in the time at my 
disposal, I felt that you would rather have 
me discuss the type most difficult to treat, 
namely, functional bleeding. 

Detailed local, general and blood exam- 
inations will help to differentiate organic 
lesions such as polyps, myomas, and carci- 
noma from the functional or endocrine 
cases. Great strides have been made in 
the treatment of functional or endocrine 
bleeding, in fact the progress has been so 
rapid as to be confusing. From the maze 
of contradictory evidence, however, is 
emerging a clearer conception of pelvic 
physiology, which we all hope will aid us in 
treating the patient. 

I am sure you are all familiar with the 
sequence of events occurring in the endo- 
metrium during a normal cycle and also 
that these cyclic variations are controlled 
by the pituitary ovarian teamwork. It is 
also now clear that a cyclic flow of blood 
indistinguishable externally from that of 
an ovulatory cycle can occur in the absence 
of ovulation and corpus luteum forma- 
tion. In this latter type of bleeding the 
endometrium shows none of the usual 
premenstrual changes caused by proges- 
terone; this type of flow has been desig- 
nated anovulatory bleeding. 

Less well known is the circulatory me- 
chanism of normal menstruation, hence a 
brief review of these vascular events will, 
I feel, help us to understand some of the 
treatments used in controlling cases of 
functional bleeding. 

In contradistinction to the behavior of 
endometrial glands, the cyclic vascular 
events preceding and accompanying men- 
struation appear to be similar, whether 
the bleeding follows an ovulatory or an 
anovulatory cycle. 


*Read before the New Orleans Graduate Medical 
Assembly, New Orleans, March 17, 1943. 


There are two vascular symptoms con- 
cerned with menstruation; namely, those 
vessels in the uterine muscle wall which 
control the volume of blood coming to and 
circulating through the muscle wall, and, 
the vessels supplying the endometrium. 
The vessels in the endometrium concerned 
with bleeding are the coiled arterioles and 
the subepithelial capillaries. Our knowl- 
edge of these vessels has come from the 
experimental work of Markee and Daron. 
They studied the changes occurring in bits 
of endometrium which had been trans- 
planted into the anterior chamber of the 
eye in monkeys. 

The coiled arterioles arise from the 
arcuate branch of the uterine artery in the 
inner one-third of the uterine wall. They 
follow a radial course through the inner 
one-fourth of the uterine muscle, in which 
area there are constricting fibers called 
contraction cones by Markee. After leav- 
ing the musculature, the arteriole extends 
through the endometrium to its surface as 
an end arteriole. The distal portion of the 
arteriole and the pseudo-sphincter sur- 
rounding it are under control of the hor- 
mones and they atrophy if castration oc- 
curs; the proximal portion from which the 
new arteriole grows each month remains 
after the endometrium is cast off and is 
not under hormone control. The fundal 
portion of the endometrial glands has a 
vascular supply entirely separate from the 
coiled arterioles. 

The vascular events accompanying the 
cyclic endometrial changes are as follows: 
Immediately after the endometrium is cast 
off with menstruation, new arterioles be- 
gin to grow into the newly regenerating 
endometrium. These arterioles grow faster 
than does the endometrium and hence be- 
come coiled. About 48 hours before the 
onset of menstruation the arterioles alter- 
nately dilate and constrict, giving rise to 
what is called the blush and blanche phe- 
nomenon. These alternate changes have 
been confirmed in the human uterus by 
hysteroscopic examination. Next the en- 
dometrium begins to shrink due to the 
withdrawal of estrin and progestin caused 
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by the death of corpus luteum. This shrink- 
age causes excessive spiraling of the ar- 
terioles with a consequent stasis of the 
blood circulation in its lumen. Four to 24 
hours before the visible onset of menses 
the arterioles dilate near the surface of the 
endometrium and extravasations of blood 
occur in widely separated areas, causing 
subepithelial hematomas, then there is a 
constriction of the coiled arteriole in the 
region of the pseudo-sphincter and this per- 
sists throughout the period though occa- 
sionally individual arterioles may relax for 
a short time. The actual bleeding results 
in several ways; namely, diapedesis, due to 
increased fragility of the capillary and ar- 
teriole walls, and spasmodic flow from 
temporary relaxation of a coiled arteriole. 
The endometrium crumbles and is cast off. 
The bleeding is then terminated by the es- 
tablishment of an adequate new circulation 
after the main portion of the endometrium 
has been expelled. 

The hormonal controlled rhythmic con- 


traction of the uterine muscle also plays a 
part in controlling bleeding. The increased 
contraction caused by the estrin increases 
the volume of flow through the uterus 
while the inhibiting effect of progestin on 
the amplitude of contraction decreases the 
volume flow. 


So much for physiology; reference to 
this knowledge will be made later under 
therapy but first let me discuss diagnosis. 


DIAGNOSIS 


This paper is concerned chiefly with 
functional uterine bleeding, hence an ac- 
curate diagnosis is necessary to separate 
functional or endocrine cases from those 
due to organic causes or blood dyscrasias. 
The importance of detdiled local, general 
and blood examination as aids in this dif- 
ferential diagnosis cannot be overstressed. 
The quantitative blood and urine tests for 
ovarian and pituitary hormones are still 
not decisive enough to be of practical 
value in directing therapy. The determina- 
tions which will probably eventually be 
helpful are the pregnandiol test for pro- 
gesterone, quantitative test for the various 


estrogens, especially estriol, and quantita- 
tive tests for pituitary A and B. 

From a clinical standpoint the premen- 
strual endometrial biopsy is still the most 
accurate index of ovarian function. Re- 
cent studies indicate that not only can ovu- 
lation be determined but also deficiency of 
the corpus luteum function is indicated 
by an incomplete premenstrual period. 

With functional bleeding all patterns are 
found from a normal premenstrual endome- 
trium, to an anovulatory type of interval 
or hyperplastic endometrium. The major- 
ity of the cases with functional bleeding 
show either an anovulatory type of endc- 
metrium or one in which the premenstrual 
changes are poorly defined, indicating that 
ovulation has occurred but that the result- 
ing corpus luteum is defective or deficient 
in its output of progesterone. 

Medicine will have to wait for future in- 
vestigations to solve many difficult ques- 
tions concerned with diagnosis and treat- 
ment of uterine bleeding. At present we 
are interested in what can be done for the 
bleeding patient with the knowledge we 
now possess. 

TREATMENT 

Before starting on specific types of 
therapy it is well to mention several gen- 
eral principles controlling the order in 
which treatment methods should be used. 

1. The age of the patient is important; 
for instance, we prefer conservative treat- 
ment in young women, whereas in women 
over 45 radiation may be the method of 
choice. 

2. Of importance is the amount of 
flow. If this is excessive and the blood loss 
is marked, curettage will be the first step. 
After the bleeding is controlled then inves- 
tigation may be carried out to determine 
treatment. (Fatal menstrual hemorrhage 
has been reported in young girls.) 

3. The economic status of the patient 
will arbitrarily limit the therapy to medi- 
cine which the patient is able to afford. 

The order of treatment then in young 
girls and women in child-bearing age will 
be about as follows with variations as dic- 
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tated by the above mentioned conditions: 
(1) diet; (2) general endocrine therapy; 
(3) decreasing blood volume; (4) snake 
venom; (5) specific endocrine therapy— 
(a) chorionic gonadotropins, (b) anterior 
lobe extracts, (c) sex sterols; (6) curet- 
tage; (7) radiation; (8) radical operation. 

In general it has been found in animals 
that reducing intake of food to one-third 
normal radically affects the pituitary and 
secondarily the ovary and thyroid. 

1. General Therapy: A high protein 
diet, with oral fibrogen or arrhenopectin if 
needed is used if the clotting time is found 
to be abnormally prolonged. Calcium is ne- 
cessary in the blood clotting mechanism 
and is supplied in milk, cheese and dairy 
products. Regulation of diet as needed 
with special attention to an adequate sup- 
ply of vitamins. Vitamin C was found to 
control capillary hemorrhage by Junghans. 
He treated 35 women suffering from 
menorrhagia with vitamin C, using 50 
mg. doses intramuscularly twice daily. In 
33 of these women the bleeding stopped 
in four to six days. He also found this 
treatment valuable in thrombopenic cases 
with uterine bleeding. Vitamin K has 
proved helpful in controlling bleeding in 
jaundiced cases and in hemorrhage in the 
newborn and may later be found to be 
successful in other conditions. 

Foods high in iron are needed to help 
replace that lost and if enough cannot.be 
taken in the diet additional iron should be 
given. 

2. General Endocrine Therapy: Thy- 
roid therapy should be given when the 
basal metabolism indicates a need for it. 
The basal is not always accurate as a guide 
to therapy but usually a grain of standard 
thyroid for a minus 10 of the basal will be 
adequate. If symptoms persist the dose 
may be increased cautiously using the pa- 
tient’s feelings and the pulse as a guide. 

3. Decreasing Blood Volume: In atonic 
individuals the bleeding may be due to a 
lack of uterine tone and these are the wom- 
en most frequently helped by ergotrate. 
The firm contraction of the uterus by com- 
pressing the deeper circulation diminishes 


the volume of blood flow through the 
uterus and thus the amount of blood loss. 

4. Snake venom has been used success- 
fully in the treatment of functional bleed- 
ing by Goldberger and Peck. They reported 
relief in 17 of 20 women treated, and state 
that the expense of therapy is considerably 
less than it is with hormone therapy. The 
venom has a direct effect on the walls of 
the small blood vessels, making them more 
resistant to bleeding. The improvement in 
these patients extended from 20 months to 
four years. 

Snake venom for bleeding: Method: 
given subcutaneously starting with 14 c.c. 
and increase to 1 c.c. by the third day, 
then three times a week until controlled. 
As much treatment as possible should be 
given during the first ten days as patients 
develop a sensitization to the venom and 
must be desensitized before continuing 
therapy. Recently Peck has been able to 
separate the antigen of the venom from 
the factor active in controlling bleeding so 
that the undesirable sensitization action is 
eliminated. 


5. Hormone Therapy: Of the hormones 
used there are three main groups from 
which to choose: (a) Chorionic gonadotro- 
pins; pregnancy’ urine, or pregnant mare’s 
serum; (b) anterior lobe extracts; (c) sex 
sterols; estrogens, progestin, endrogens. 

In order to avoid confusion I will discuss 
these in the order named. 

(a) Chorionic Gonadotropins: (1) 
Pregnancy urine: antuitrin S, follutein, 
korotrin. The action of pregnancy urine 
on the control of bleeding is still not clear, 
it was formerly thought to cause luteiniza- 
tion and ovulation but this has been dis- 
proved in the human by Hamblen and 
Geist and others. It is probable that the 
effect is due to a direct action on the 
uterine muscle and to an indirect one 
through destruction of persistent ovarian 
follicles. Good results have been reported 
by a number of men. 

Method: 100 units daily until bleeding is 


controlled, then 100 units every other day, 


starting seven days prior to the expected 
flow. This’ is continued through several 
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cycles and then the treatment is discon- 
tinued to determine if the patient needs 
more therapy to control the flow; if so it 
is given as needed. 

(2) Pregnant mare’s serum; gonado- 
gen, gonadin, anteron. This preparation 
offers real hope of correcting the under- 
lying cause in the anovulatory type of 
bleeding. Davis and Koff were able to 
cause ovulation in normally ovulating wom- 
en at any desired time in the cycle, though 
they were not able to duplicate this in 
women having non-ovulatory cycles. There 
is considerable disagreement among work- 
ers at the present time as to the ability of 
this preparation to cause ovulation in non- 
ovulatory cases, but its success in some 
proved cases of non-ovulatory sterility sug- 
gests that it does cause ovulation in some 
cases. 

Dosage: Gonadogen 20 units; gonadin 
100 units; anteron 100 to 200 units. One 
of these is given intramuscularly, 50-100 
units daily from the fifth to twelfth day 
of the cycle. Sevringhaus has reported ex- 
cellent clinical results using this technic. 

(b) Anterior Lobe Extracts: Prephy- 
sin, gynatrin. Hisaw and Fevold used this 
preparation experimentally and found that 
it contained F. S. H. and L. H. Sevring- 
haus has reported excellent clinical results 
in menorrhagia, and other endocrine dis- 
turbances. 

Method: The cyclic therapy is used the 
same as with the pregnant mare’s serum 
but it is not given as a rule intravenously. 
The dose is 50-100 units daily from the 
fifth to twelfth day. 

(c) Sex Sterols: (1) Estrogens: es- 
trone, estradiol, estriol, and the benzoated 
compounds; stilbestrol; (2) progestin: 
progesterone, pregneninonal (pranone) ; 
these two female hormones are considered 
together for it is by the combination of 
both used in cyclic therapy that control of 
bleeding is obtained. Hamblen found that 
bleeding in anovulatory patients could be 
stopped in three days by daily doses of 
10,000-20,000 I. U. of estrogen. On cessa- 
tion of treatment, however, the bleeding 
would recur in three to ten days. Progestin 


given in the early phase of the cycle fre- 
quently caused the patient to bleed, and, if 
given during the flow it usually increased 
the flow. When, however, estrogen and pro- 
gestin were used in the time relations as 
they act in a normal cycle, Hamblen, in a 
series of 12 patients, obtained 45 normal 
cycles out of 46 and most of these patients 
continued for months with normal cycles 
after the treatment was stopped. Hamblen 
also obtained good results using estradiol, 
estriol and pranone by mouth but at pres- 
ent the dosages required make the expense 
of this treatment prohibitive. 

Method: The following cyclic therapy is 
used by Hamblen. First a cessation of 
bleeding is secured either by curettage or 
estrogen therapy as mentioned above. 
Starting one week after the cessation of 
the bleeding the patient receives 10,000- 
20,000 I. U. of estrogen daily for fourteen 
days, following which she is given 5 I. U. 
of progesterone daily for seven days or 
until the bleeding starts. A less expensive 
month therapy is stilbestrol 2-6 mg. daily 
until bleeding stops, then with the next few 
periods, 1 mg. daily from the fifth to the 
fifteenth day of the cycle. 

(3) Male sex hormone or androgens; 
testosterone propionate; the action of this 
hormone in controlling bleeding is thought 
by some to be an indirect one through the 
inhibition of the pituitary, while others, 
notably Sturges and Abarbanal, feel that 
the action is a direct one on the uterine 
muscle, and on the muscle fibers constrict- 
ing the coiled arterioles. The general ac- 
tion on the muscle inhibits rhythmic (es- 
trin) contractions, thereby decreasing the 
volume of blood flowing to and through 
the uterus and the local action stimulates 
the myometrial elements about the arteri- 
oles, constricting them and thus helping to 
control the blood loss. Geist found that by 
mouth it was necessary to give 300-100 mg. 
M. S. H. to be effective. There are reports 
in the literature of undesirable effects such 
as hair growth on the lip, enlargement of 
the clitoris, deepening of the voice and 
other masculinizing effects from the use of 
the androgens. Abarbanal found no mascu- 
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linization in over 200 women treated with 
the androgens. 


Intramuscularly the initial dose is 25° 


mg., then the same dose subcutaneously 
until the bleeding stops. With succeeding 
periods 5-10 mg. dose is given three times 
a week. 

6. Radiation: The patients treated by 
radiation are divided into two main groups; 
women past the child-bearing period in 
whom the purpose is to stop menstruation 
entirely and women in the child-bearing 
group or young girls in whom the purpose 
is to regulate the menstruation. In the lat- 
ter group it is well to try endocrine treat- 
ment first before resorting to radiation, as 
the menses are occasionally stopped per- 
manently even by small doses of radiation. 


7. Operation: In young women with 
bleeding severe enough to damage their 
health, hysterectomy is sometimes neces- 
sary. However, repeated curettments plus 
endocrine therapy should be used before re- 
sorting to this radical procedure. 


oO. 


SOME PRACTICAL ASPECTS OF HU- 
MAN BLOOD PLASMA PREPARA- 
TION AND THERAPY* 


J. W. DAVENPORT, JR., M. D. 
NEW ORLEANS 





(This report is based on experience gained in the 
operation of the Blood Plasma Service of the 
Southern Baptist Hospital during the past two and 
one-half years.) 


Interest in human plasma therapy in the 
South received a great stimulus from the 
pioneer investigations of Silverman and 
Katz.! These were begun more than three 
years ago and added new and corroborative 
evidence to the safety and usefulness of 
properly prepared human blood plasma. 
The work of Silverman and Katz led to the 
establishment of the blood plasma labora- 
tories in the Southern Baptist Hospital. 

Human plasma has gained wide recogni- 
tion as a valuable therapeutic agent. The 
general principles of its preparation are 


*Read before the Orleans Parish Medical Society, 
April 12, 1943. 


well known to the medical profession. The 
clinician, however, is not so much interested 
in the minute technical details of plasma 
manufacture as he is in having the final 
product available in a safe and effective 
form for those of his patients who might 
require such treatment. 

It is my purpose here to discuss some of 
the procedures of the plasma laboratory 
from that point of view and also briefly to 
review the clinical indications for plasma 
therapy. 

Although frequently so used, the terms 
plasma and serum are not synonymous but 
are indicative of two substances differing 
in chemical nature and methods of prepara- 
tion. These differences are summarized in 
table 1: 

TABLE 1 
DIFFERENTIATION OF PLASMA AND SERUM 


PLASMA 
Prepared by mixing whole Prepared by drawing 
blood with an anti-coagu- blood into sterile contain- 
lant such as sodium ci- er and allowing clot to 


SERUM 


trate. 


Cells may be separated by * 


sedimentation (maximum 
yield 40%) or by centri- 
fugation (maximum yield 
57%). Fluid fraction is 
diluted by the anti-coagu- 


form. 

Clot must be separated by 
mechanical means and by 
centrifugation for maxi- 
mum yield (about 50%). 
No dilution of fluid frac- 
tion. 


lant solution. 
Contains fibrinogen in so- °. 
lution. ° 

. Tendency to precipitate 
out fibrin particles on 
standing, especially in liq- 
uid state in refrigerator. 
Much less or no floccula- 
tion at room  tempera- 
tures. 

. Contains prothrom- 5. 
bin. Persists for two or 
three weeks at 6° C. 


Contains no fibrinogen. 


Does not form flocculi 
since all fibrinogen is re- 
moved during formation 
of the clot. 


Prothrombin expended in 
formation of the clot. 


Until recently plasma had been found to 
have a lower reaction rate than serum, the 
latter exhibiting considerable tendency to 
cause reactions of an anaphylactoid type 
when freshly prepared. This is probably 
due to the release of an histamine-like sub- 
stance during formation of the clot.* 

It has been known for some time now, 
however, that when properly pooled serum 
is allowed to refrigerate for four to six 
weeks it loses this property and becomes 


_just about as reaction-free as plasma. It 


is the present consensus among serologists 
that the two products can be used inter- 
changeably with about equal safety and 
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benefit. However, most laboratories con- 
tinue to make plasma rather than serum 
since it is technically easier to prepare and 
secondly because many hospitals depend on 
outdated banked blood as a source of 
plasma. 


In this hospital we do not store whole 
blood since we feel that a blood bank is an 
unnecessary burden where an adequate sup- 
ply of plasma is available. Also we con- 
sider that a better plasma can be obtained 
from fresh blood and that fresh blood is 
more beneficial where whole blood is indi- 
cated. 


A plasma laboratory owes two duties to 
the physician and his patients. First it 
must make plasma always available. This 
it does by having patients send in replace- 
ment blood donors and by enrolling volun- 
teer donors. 


Secondly the plasma laboratory must 
manufacture its product under the high- 
est possible standards of safety and purity 
so the quality of the plasma can be con- 
sistently maintained. These ends are 
achieved by efforts exerted in several di- 
rections: by careful selection of blood 
donors; by scrupulous cleansing and sterili- 
zation of all processing equipment and the 
maintenance of a completely closed proc- 
essing system; by routine bacteriologic cul- 
ture control; by proper pooling of the 
plasma; by providing suitable sets for safely 
administering plasma; and by maintaining 
complete and accurate records of all pro- 
cedures. In brief, these are the major re- 
quirements established by the National In- 
stitute of Health for the processing of nor- 
mal human blood plasma. 

Obviously the blood donor must be in good 
health and free of diseases transmissible by 
blood transfusion. It is very desirable to 
have the donor’s blood as fat-free as pos- 
sible as excessive amounts of lipids in 
plasma not infrequently cause urticarial re- 
actions in recipients. To avoid lipemia 
donors are requested to refrain from all 
fatty foods and beverages for six to eight 
hours prior to bleeding. They are, however, 
instructed to partake freely of non-fatty 
foods and drinks since we have found that 


donors who do so show a much lower inci- 
dence of syncope following bleeding than 
those persons who have been completely 
fasting before bleeding. About 25 to 50 per 
cent of our donors disregard their printed 
dietary instructions and produce lipoidal 
plasma. 


METHODS EMPLOYED IN MAKING PLASMA 


In our laboratories we are now following 
two procedures in making plasma. Fatty 
plasma is routinely Berkefeld filtered fol- 
lowing pooling and dispensed into final con- 
tainers for storage at room temperature. 
Clear or fat-free plasma is pooled, dispensed 
into final containers and rapidly frozen and 
stored in that state. When needed it is 
rapidly thawed. 


The Berkefeld filters, aside from per- 
forming their primary function of remov- 
ing any bacteria present, also extract from 
fatty plasma 95 to 98 per cent of the lipids, 
thus rendering it suitable for use. 

All plasma is routinely cultured twice, 
once after pooling and again by means of a 
pilot control when the final containers are 
filled. Animal inoculation safety tests are 
also done from time to time. For cultures 
we use the thioglycollate medium of Brewer* 
which has the unique facility of growing 
anaerobes and aerobes in the sametube. To 
date we have experienced no contaminations 
of plasma, having processed about one-half 
million cubic centimeters. 

It is considered desirable to add some 
bacteriostatic preservative to plasma. Most 
widely employed is ‘merthiolate’-Lilly, rou- 
tinely used in a 1-10,000 dilution. 

One of the most useful attributes of 
properly prepared plasma is that it can be 
given to any patient without regard for the 
recipient’s blood type. In 1940 Levinson 
and Cronheim‘ demonstrated that antago- 
nistic blood group agglutinins in pooled 
serum become inactivated and Davis in 
1941 showed that the inactivation occurs on 
a quantitative basis. 

It can be realized from this that it is pos- 
sible to get a pool of plasma with a danger- 
ously high titer of A or B agglutinins if the 
pooling were done indiscriminately. Davis 
and Meneely*® have calculated the prob- 
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ability of obtaining potentially dangerous 
pools of serum or plasma when pooling is 
done at random and have shown that the 
smaller the number of plasmas in a given 
pool the greater are the chances of that pool 
containing a predominance of one or the 
other blood group agglutinins. 


The indiscriminate pooling of plasma is, 
therefore, to be strongly condemned, since 
it can produce a really dangerous product. 
A near-fatal reaction was reported by Pol- 
ayes and Squillace? in 1942 in which re- 
liquified dried plasma was found to produce 
marked agglutination of the recipient’s red 
blood cells. 

It has been our routine practice since the 
beginning of our program to type all donors 
and to make all pools of plasma contain an 
approximately balanced amount of plasma 
of each of the four blood groups. As a 
basis for this we use the incidence of the 
various types as found in nature, so that 
our pools, containing from 12 to 18 plasmas 
each, have in them approximate volumes of 
group plasmas as follows: 

Group O—40 to 45 per cent. 

Group A—40 to 45 per cent. 

Group B—10 to 15 per cent. 

Group AB—0 to 5 per cent. 


This procedure has resulted in plasma 
which by extensive clinical test has been 
found to be safe and reliable. To this date 
we have not had an agglutination reaction 
from plasma in the nearly two thousand 
units processed in the Baptist Hospital. 

STORING OF PLASMA 

There are three ways to store plasma: 
liquid, frozen and desiccated. Liquid 
plasma is relatively inexpensive to prepare 
and is instantly available for use. National 
Institute of Health regulations permit stor- 
age of properly prepared liquid plasma at 
room temperature for one year from date of 
manufacture. Actually the material has 
been so stored elsewhere for considerably 
more than a year and used in over two hun- 
dred cases with beneficial results and a re- 
action rate less than one per cent.® 


About one-third of our plasma for routine 
use has been stored at room temperature 
range of 70 to 95 degrees Fahrenheit for 
eight months and has been used with good 
results and no increase in our reaction rate 
of one-half of one per cent. Now, with the 
exception of a special reserve of plasma 
maintained for the Office of Civilian De- 
fense in the frozen state, all of our plasma 
is stored in the liquid state at room tem- 
perature. This includes several units of 
plasma stored in various Louisiana and 
Mississippi towns supplied by our Mobile 
Unit Plasma Service.® 


It is well to add about 5 per cent U. S. P. 
dextrose to plasma to stabilize the proteins. 
We also prepare and use a great deal of 
plasma diluted with an equal quantity of 5 
per cent dextrose in norma! saline. 


In many respects freezing is the ideal 
method of storing plasma since freshly pre- 
pared frozen plasma retains all of its labile 
components such as prothrombin, comple- 
ment and non-specific antibodies. Frozen 
plasma may be stored for three years from 
date of manufacture under N. I. H. regula- 
tions. When needed, it is rapidly thawed 
in a water bath or in a warm air blast. 


Desiccated plasma is generally prepared 
by vacuum extraction of water vapor from 
frozen plasma and even on a large scale it 
is rather an expensive process as well as a 
prolonged one. Of course the military value 
of dried plasma, especially for field use, is 
self-evident’ 1 

It is our belief originally that liquid and 
frozen plasma would be entirely adequate 
for civilian use and our experience has con- 
firmed this view. We have had consider- 
able experience shipping liquid plasma 
throughout Louisiana and Mississippi and 
have thus far obtained very satisfactory re- 
sults. No refrigeration is used. 


CLINICAL APPLICATION OF PLASMA 


Let us now consider the clinical applica- 


tions of plasma, which is not really a blood 


substitute at all but an agent of definite and 
special therapeutic value in its own right. 
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TABLE 2 
INDICATIONS FOR PLASMA AND/OR WHOLE 
BLOOD THERAPY 


(Adapted, with modifications, from Strumia and McGraw, 
J. A. M. A., 116 :2378, 1941) 





Clinical Condition Whole Blood Plasma 


Shock—little or no 
hemorrhage Yes 


As an emergency 
measure 


Shock—-severe 
hemorrhage Yes 


Contraindicated 
Burns due to hemocon- Definitely yes 


centration 


Yes, for non- 
specific immune 
bodies 


Infections Yes, when severe 


anemia is present 


Hypoproteinemias 
(Nutritional, 
Nephrotic, hepatic) | 


Not unless there is 
marked anemia 
present 


Definitely yes 


| Yes. In undiluted 
Cerebral edema } or concentrated 
} form 


Blood dyscrasias 
(With hemolytic 
trends, low 
prothrombin, 
hemophilia) 


Blood dyscrasias 
(With hemorrhagic 
trends) 


Acute poisonings 
(Affecting the 
oxygen carrying 
capacity of the blood, 
such as carbon 
monoxide asphyxia) 


Definitely yes 


Yes, as palliative 
in hypoplastic 
forms 


Anemias Definitely yes 





It can be seen from this summary that the 
clinical indications for plasma therapy are 
pretty clear-cut. Plasma does not play the 
important part it once did in the treatment 
of nutritional hypoproteinemias since the 
advent of amino acids for parenteral use. 
In the therapy of infections plasma is 
sometimes of value for its non-specific 
antibody content. However, freshly made 
plasma from a convalescent individual will 
often contain specific antibodies against the 
infecting organism. 


I recently learned of one such case in the 
mid-west.!2 A patient was critically ill with 
tularemia, rapidly running a downward 
course. A tularemia convalescent was found 
and donated a pint of blood. This was im- 
mediately converted to plasma, diluted with 
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an equal amount of 5 per cent dextrose and 
given to the patient. Recovery was rapid 
and uneventful, the temperature returning 
to normal within 24 hours. 


May I be permitted to place before the 
Society the suggestion that a convalescent 
serum center be established in New Orleans. 
There is abundant clinical material here and 
such a center would, I am sure, serve a 
highly useful purpose. 

Recently we made some convalescent 
plasma from the blood of a patient who had 
recovered from virus pneumonia. The 
blood was obtained with the cooperation of 
Dr. Arthur Vidrine and of Doctors Waldo 
Treuting and Sherman Pinto of the Loui- 
siana State Department of Health. The 
plasma was divided into two doses of about 
125 c.c. each and carried to New Iberia and 
administered to two patients suffering 
from far advanced virus pneumonia. I re- 
gret deeply that this material did not seem 
to have any therapeutic effect whatsoever 
and the patients died shortly thereafter. 
Possibly if we could have gotten blood from 
several convalescents and pooled the plas- 
mas we could have given massive doses of 
convalescent plasma and thereby saved the 
lives of the patients. 

Dr. Katz recently told me that he has 
found normal human plasma a valuable ad- 
junct in the supportive therapy of virus 
pneumonia. 


Often to be considered is the amount of 
plasma to be given to an individual patient. 
We speak in terms of units of plasma, the 
unit generally being considered as 250 cubic 
centimeters of actual citrated plasma. 
Chemical studies made in our laboratory on 
Berkefeld filtered plasma in which the max- 
imal fibrin precipitation had occurred 
showed the average protein content to be 
5.6 grams per 100 c.c. Hence a unit of 
plasma as prepared here would contain 14 
grams of protein, chiefly in the form of 
albumin and globulin. It is the albumin 
fraction of plasma which is responsible for 
80 or 90 per cent of its therapeutic effect. 

Because of its tendency to form fibrin 
flocculi, all plasma must be filtered at ad- 
ministration. Routinely used for this pur- 
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pose are the stainless-steel mesh filters em- 
ployed for indirect whole blood transfusion. 
Glass tape filters also work very well where 
the fibrin is not excessive in amount. They 
have the advantage of being very cheap and 
therefore expendable. 


One cannot formulate a general rule for 
plasma administration. Some patients in 
marked postoperative or postpartal shock 
will respond very well to the administra- 
tion of one unit of plasma diluted with an 
equal quantity of saline. Where severe 


hemorrhage has occurred large quantities 
of plasma will of course be needed to com- 
bat the shock. Again a burned person may 
require several thousand cubic centimeters 
of plasma in 24 or 36 hours. 


Of several clinical laboratory procedures 
of value in managing whole blood and/or 
plasma therapy the hematocrit and the 
serum protein determination (falling-drop) 
are probably the most useful since they are 
rapidly and easily carried out and produce 
significant information. 


Harkins'*: '4 has evolved a simple but very 
efficient means of calculating plasma dos- 
age in burn cases, involving the use of the 
hematocrit. To quote: “the amount of 
plasma needed can be roughly calculated 
for an average-sized adult as being 100 
cubic centimeters of plasma for every point 
the hematocrit exceeds the normal of 45, as 
long as the plasma proteins are above 6.0 
grams per 100 cubic centimeters.” An ad- 
ditional 25 per cent of the calculated dosage 
is added for each gram the plasma proteins 
are below 6.0 grams per cent. In practice 
this method works just as well as several 
much more complicated calculations. 


SUMMARY 

its 
worth in a multitude of cases, both in civi- 
The availabil- 
ity of plasma has often meant the difference 
between life and death for a stricken pa- 


tient. In so many instances there is just no 
time to arrange a blood transfusion. To me 
the greatest value of plasma is its readiness 
for instant use. 


Human blood plasma has _ proved 


lian and military medicine. 
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Burns, Charles 
DISCUSSION 

Dr. D. N. Silverman (New Orleans): There is 
not much more to add; like the player who handed 
the other one the ball and he made the score—we 
gave it to Dr. Davenport and he ran for a touch- 
down on the plasma question. 

Most of our experience ir the use of plasma has 
been in gastrointestinal disease, especially gastro- 
intestinal hemorrhage, acute and chronic gastroin- 
testinal disorders. Dr. Davenport’s work is certainly 
epoch making and my remarks are in appreciation 
of this wonderful work in cooperation with the 
medical profession and the unstinted time he has 
given to us. 

In one instance, a physician had continuous gas- 
tric hemorrhage for six days and Dr. Davenport 
sent to me in relays, from his laboratory, a distance 
of 200 miles, as much as 20,000 c. ¢c., or 80 units, of 
plasma, which I gave this doctor. He survived. In 
acute gastric hemorrhage, as seen in middle life, 
blood plasma has definitely decreased the mortality. 
Blackford of Seattle has shown, in a large series 
of massive gastric hemorrhage from peptic ulcer 
cases that hemorrhage lasting for a longer period 
than 48 hours, had a grave prognosis, especially 
is this true in cases of individuals past 50. 

I believe we were the first to use plasma in cer- 


‘tain severe gastrointestinal diseases, usually acute 


fulminating bacillary infection and colitis, where 
blood loss was often severe and where nutrition is 
greatly diminished. The question of protein de- 
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ficiency may be present in instances where the 
blood analysis showed no hypoproteinemia. This 
had to be judged clinically since hemoconcentration 
accounts for the latter. Such examples of this 
phenomenon are acute peritonitis and’ intestinal 
obstruction associated with high fever. In such in- 
dividuals, the red blood count is high, the pulse 
rapid, patient in shock, and in spite of the high 
protein level of the blood, one has the indication 
for emergency use of blood plasma. In other cases 
of plasma administration, we were able to gauge 
nutrition by studies of total proteins. 


I want to say a few words about the administra- 
tion of amino acids. I do not believe amino acids 
replace plasma administration in cases of massive 
hemorrhage with drop in blood volume, however, 
the amino acids (hydrolyzed protein) may be used 
to replace plasma in certain cases of mild chronic 
hypoproteinemia, as seen in bacillary tract disease 
and nutritional imbalance from dietary indiscre- 
tion, sprue, and certain other disturbances of the 
gastrointestinal tract. 


Dr. Harry A. Davis (New Orleans): I have 
heard a great deal about Dr. Davenport’s work at 
Baptist Hospital and know it is excellent. His paper 
is very complete and with Dr. Silverman’s discus- 
sion it does not leave very much for me to say. 


The interest which we have all seen during the 
past year or two in plasma makes it difficult for 
us to realize that the use of plasma and serum was 
introduced as far back as 1904. The first indi- 
viduals to work on them were physiologists; 
Guthrie and Pike used serum in dogs. During the 
first World War, Robertson introduced its use in 
human patients and found it very satisfactory. 
During the thirties various Russian and French 
workers used blood serum and plasma, often using 
the terms interchangeably, and they obtained very 
good results. Most of the recent work in this field 
has been toward the large scale preparation of 
plasma and serum and you will notice that most 
studies are not concerned so much with the ef- 
ficiency of plasma and serum but with details of 
preparation. These have been worked out. The 
general principle of preparation of this material 
is the use of the closed system. That has been 
very well pointed out by Dr. Davenport. 


One of the difficulties of running a plasma bank 


is obtaining donors. This is especially true of a 
plasma bank in a charitable institution. This pre- 
sents a particular difficulty at the present time 
owing to the fact that the American Red Cross is 
making, and rightly so, demands upon voluntary 
donors in this vicinity as well as in other vicinities. 
For this reason perhaps, many laboratories through- 
out the world are trying to find substitutes for 
human blood. So far no substitute that is really 
adequate is available. You have undoubtedly all 
heard of the recent work on the use of bovine blood 
and horse blood. Work of that nature is going on 
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at L. S. U. with use of the albumin fraction of bo- 
vine flood. The results so far have been promis- 
ing but, as I have said, nothing is ready for any 
extensive clinical use. 


Certain problems come up in the use of plasma 
which I should like to discuss. We all know, more 
or less, the indications for plasma which have been 
mentioned by Dr. Davenport. Are there any con- 
traindications? Fortunately there are only one or 
two such instances. One true contraindication to 
the use of plasma is in shock associated with blast 
injury to the lungs and with cardiac tamponade. 
Under such conditions you should not use plasma 
for the simple reason that there is great tendency 
towards the precipitation of pulmonary edema. 

The question of a convalescent serum center, as 
brought up by Dr. Davenport with the suggestion 
that one be set up, I think is excellent. Plans are 
being made at present to organize a blood plasma 
bank at Charity Hospital of Louisiana and I might 
say at this time that the question of the organiza- 
tion of a convalescent serum center as an adjunct 
of this bank is under serious consideration. 


Finally, I should like to say a word about a form 
of human plasma not mentioned, namely, the use 
of human albumin. Cohn and his coworkers at 
Harvard have been working on this problem and 
have finally been able to obtain the albumin frac- 
tion from human plasma and serum. This fraction 
of course as you all know-is the important fraction 
in plasma or serum, since upon it depends most of 
the osmotic pressure. It is possible by removing 
albumin fraction alone to obtain in a small 25 c.c. 
vial all of the essential parts of a unit of plasma. 
You can readily see the value of this, particularly 
on battle ships, where it has been used quite ex- 
tensively, I understand. There is only one diffi- 
culty associated with the use of such a highly con- 
centrated solution. It has been noted that follow- 
ing the use of this material hemorrhage may occur 
afresh, owing to the sudden rise of blood pressure 
following introduction of the material; a thrombus 
in a blood vessel may be blown out and bleeding 
started anew. A rule which should be laid down is 
that this material should be used only in circum- 
stances under which immediate ligation of large 
vessels can be done if necessary. 


Dr. Robert Katz (New Orleans): I was very 
pleased in one way to sit here and listen to the 
report of Dr. Davenport because it was my pleasure 
to do some of the early work with plasma after 
coming down here to practice gastroenterology from 
the University of Pennsylvania. 


In the past three years, plasma has been ac- 
cepted as a useful adjunct in both medicine and 
surgery. I can only add two very recent comments 
on’ the use of plasma in virus pneumonia and in 
atypical dysentery (virus?). Toward the last of 
Dr. Davenport’s paper he mentioned the use of 
plasma in virus pneumonia. During the last week 
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of January, I was called over long distance by a 
physician, Dr. Y. Ardoin, from Evangeline Parish. 
He told me he had had five fatalities from a dis- 
ease which began as a dysentery and subsequently 
developed into pneumonia, refractory to all sul- 
fonamides, and that he presently had five patients 
desperately ill with the same condition. All of 
these patients were consecutive contacts—the first 
one, a lady who was visiting her son in Alexandria; 
the next patient a nurse that took care of the lady, 
the third another nurse. Altogether there were 
five deaths. On reviewing the charts the only 
thing that stood out boldly was the fact that these 
patients all had leukopenia and all had sulfona- 
mides—plenty of them. The white blood counts 
were depressed in all. The supportive therapy was 
practically nil. My advice to the physician was 
simply to give plasma and supportive therapy, such 
as glucose, saline and no sulfonamides. Fortun- 
ately one unit of lyophilized blood plasma was 
available in ampoule. This was given to one of 
the patients whose case we had considered fatal. 
Twenty-four hours after leaving, I had a telephone 
call saying the patient who received plasma had 
shown a moderate drop in temperature. The 
others, with only supportive therapy, were much 
better. We sent twelve more units of dried plasma 
to the physician and all the patients received it. 
Now mind you, all were consecutive patients; all 
followed the original patient contacts. To make a 
long story short, everyone of these patients recov- 
ered. The administration of plasma to the pa- 
tients affected a miraculous drop of temperature 
in almost twelve hours. Because of that particu- 
lar finding the medical director of Sharp and 
Dohme, Dr. Earl Burbidge of Philadelphia, looked 
into the matter. I found out from him that the 
lyophilized plasma used in the above cases was 
made up from a pool of fifty donors. We may con- 
sider the possibility of antibody content in dried 
plasma. Antibody content probably is highest and 
deteriorates less in dried than in liquid form. This 
is perhaps illustrated by almost all biological pre- 
parations which are regenerated before use. 


On returning to New Orleans, I discussed my 


findings at Hotel Dieu. Approximately one week 
after I returned to New Orleans, an epidemic of 
atypical dysentery (virus?) descended upon us. 
I had the privilege of seeing a large group of pa- 
tients referred to me and almost the constant find- 
ing in these cases was leukopenia. We found blood 
counts ranging from 3,200 white blood cells, to 
2,600. All stool cultures were negative excepting 
one in which Duval bacillus was isolated—a factor 
of questionable consequence. We were fortunate 
that none developed coughs because we have seen 
ill effects from sulfonamides. Lyophilized plasma 
to several of these very sick patients resulted in 
prompt remissions. 


At the Graduate Medical Assembly session, Col. 
Allen spoke to me about the experience I have had 
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with the use of plasma in virus pneumonia. In 
the City of New Orleans we had several cases of 
virus pneumonia, characterized by high tempera- 
tures, 105 to 106, constant—not fluctuating. These 
patients showed immediate response to lyophilized 
plasma. There was an almost unbelievable drop 
in temperature. Col. Allen told me that he quite 
accidentally came across the same thing in a case 
of virus pneumonia with temperature of 106, no- 
ticing a prompt drop in the temperature to normal 
when plasma was administered. 

Lyophilized plasma to my mind deserves further 
clinical trial in virus pneumonia characterized by 
hyperthermia and also in atypical dysenteries 
(virus?) such as we have seen recently. In my 
experience approximately 20 per cent of the atypi- 
cal dysenteries showed fever while 80 per cent of 
the patients with virus pneumonia had tempera- 
tures about 203 F. 

Dr. Elizabeth Bass (New Orleans): There is 
nothing I can add to Dr. Davenport’s very excel- 
lent paper but I wish to congratulate him for hav- 
ing so thoroughly described a blood plasma bank 
and to commend the Scientific Essays Committee 
for having selected this timely subject for its pro- 
gram tonight. 

As to safety and convenience blood plasma has 
proved to be a far cry from the earlier use of 
whole or citrated blood for transfusion. 

It may interest the members to know that 26 
years ago I presented the first paper on blood 
transfusion before this Society. I believe Drs. 
Bernadas, Bahn and Menville present here tonight 
heard the paper read. It was at the suggestion of 
Dr. F. W. Parham that I became interested in the 
subject, typed 55 patients and compiled a list of 
universal donors. Some of whom served as donors 
to patients of Drs. F. W. Parham, E. D. Martin, R. 
Matas, H. B. Gessner and others. To obtain sera 
for typing patients I wrote to Dr. W. L. Moss but 
my letter was returned because Dr. Moss had sailed 
with the John Hopkins unit for overseas duty. I 
then wrote to Dr. A. H. Sanford of the Mayo 
clinic who supplied me with Group II and Group 
III sera with which I was able to group my first 
patients. Dr. Sanford confirmed my own serum 
and sera from each of the four known groups. 
During the years that I typed recipients and donors 
I am happy to say there were no disastrous results 
but confess that I was always greatly relieved 
when all danger had passed. 

Dr. J. W. Davenport (In closing): I have little 
to add except to say again that my presentation 
was based on the experience’I have had at the 
Baptist Hospital. I tried to keep within the time 
limits prescribed by the rules of the Society and 
for that reason did not review the literature of 
plasma and serum work because the literature is 
so vast it would be impossible to review it ade- 
quately in one evening. 

There is one other point and that is in refer- 
ence to the work Dr. Davis and his group have 
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been doing on blood substitutes from animals: 
bovine plasma and albumin. I think the day is 
coming when those substances will make the present 
human plasma banks of historical interest only, 
some day it will come, I am sure probably in five 
or ten years or even much sooner. When that time 
comes and human plasma banks have passed from 
existence, we will at least be able to say that they 
have served a useful purpose. 


REA vial «SE 
LUMBAR HERNIA 
ROBERT KAPSINOVW, M. D. 
LAFAYETTE, LA. 

Lumbar or lateral hernia constitutes one 
of the rarer groups of hernia encountered. 
A recent case served as the incentive to an 
investigation of the literature which 
strangely seems to have been very prolific 
prior to the year 1900 but extremely infre- 
quent ever since. The bulk of the early writ- 
ings dealt chiefly with a description of 
lumbar hernia. 

A lumbar hernia is defined as a protru- 
sion of the lateral abdominal wall anywhere 
between the costal margin and the crest of 


the ilium and posteriorly to the border of 


the latissimus dorsi. According to Kelton’, 
Barbette, over 400 years ago, was the first 
to mention lumbar hernia by description. 
Excluding the type of lumbar hernia that 
follows infection from kidney or ureteral 
surgery, the majority of the 116 cases re- 
corded are divided chiefly into two groups 
according to location. These anatomic lo- 
cations are called Petit’s triangle and Less- 
haft or Grynfelt’s space. 

Petit’s triangle is bounded at the bottom 
by the crest of the ilium. The lateral border 
is the edge of the latissimus dorsi and the 
medial border is the external oblique. The 
floor is composed of the internal oblique. 

Grynfelt or Lesshaft’s space is bounded 
by the twelfth rib above, the quadratus 
lumborum laterally and the external oblique 
medially with the internal oblique forming 
the floor. 

Two other supposed sites of exit from the 
lateral abdominal cavity are mentioned, 
namely a defect in the aponeurosis of the 
latissimus dorsi described by Braun and 
another inconstant defect near Petit’s tri- 
angle but posteriorly, mentioned by Lieber 
and Hartmann. 
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Lumbar hernia may be congenital; trau- 
matic—either direct or indirect; following 
infectious processes or sinus formation; or 
incisional as following kidney or ureteral! 
surgery. 

The congenital type is due to a malforma- 
tion either in the course of the lumbar 
muscles or in their absence. The sac may 
be formed of parietal peritoneum alone, to- 
gether with the cecum if on the right side 
or the descending colon if on the left side. 
The sac has never been described as at- 
tached to the skin. Congenital hernia may 
be found at any of the sites described. 

Hernias due to indirect trauma are the 
most numerous. They are due to excessive 
straining either sudden in character or over 
a long time, whether in coughing, lifting or 
pushing, or any other type of exertion which 
increases the intra-abdominal pressure. Of 
the 33 cases reported by Goodman and 
Speese*, 14 were produced in this manner. 
In most instances, the hernia appeared 
shortly after the injury. Hernias follow- 
ing direct trauma are usually severe and 
shocking. Few cases of this type have been 
reported. 

Infectious processes such as tuberculous 
abscess of the spine or incisional weakness 
following surgery are self explanatory, and 
are not included in this paper. 

In the records studied, the majority of the 
cases in which age is mentioned, all but five 
were over 40 years of age. This factor 
would seem to exclude a congenital predis- 
position as a cause. There seems to be a 
general predilection of the hernia towards 
the left side, there being 10 cases recorded 
as occurring on the right and 19 on the left. 
Lumbar hernia occurred most frequently in 
males. 

The hernia is generally subcutaneous, 
being separated from the skin by a layer of 
fat or thinned muscle. Usually there is a 
sac, although in some cases a sac as such 
is absent. If present it consists of peri- 
toneum covered by pre-peritoneal fat. The 
contents are readily reducible because the 
neck of the sac is as large as the diameter 
of the sac. These contents may be cecum 
on the right or descending colon and omen- 
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tum on the left side. Rarely has the kidney 
been reported as present. 


The symptoms are usually dependent 
upon the rapidity of its formation. In 
many cases, except for the protruding mass, 
the hernia causes no symptoms. A drag- 
ging, pulling feeling is often complained of. 
In the case being reported, the patient was 
annoyed by the explosive protrusion of the 
hernia every time he coughed, as well as an 
aching in the side whenever he strained in 
his work which was difficult and laborious. 

In the matter of diagnosis, it must be dif- 
ferentiated from tuberculous abscess of the 
spine. Cases have been recorded in which 
the hernia was incised mistakenly and the 
bowel opened with resultant catastrophe. 

The repair of lumbar hernia surgically 
is uniformly successful, although the num- 
ber of operatively repaired cases is com- 
paratively small. In many instances com- 


fort is obtained with a truss or belt, since 
the contents are so easily reducible and be- 
sides so many of the individuals with lum- 


bar hernia are advanced in years. How- 
ever all patients that have any distress 
should be submitted to operation as the 
hernia can be repaired under local infiltra- 
tive anesthesia. 

The surgical technic used in the repair of 
a lumbar hernia in Petit’s triangle was de- 
scribed by Dowd* in 1907. Dowd made a 
vertical incision over the hernia and then 
separated the sac from the enveloping 
fibrous tissue surrounding the hiatus. A 
portion of the sac was excised and closed. 
The margins of the external oblique and 
latissimus dorsi were sutured together as 
far as possible. After this was done, a flap 
of aponeurosis covering the gluteus maxi- 
mus was raised and fixed to the sutured 
muscles. 

In the case presented a transverse inci- 
sion following the crest of the ilium was 
made. The pre-peritoneal fat was easily 
distinguished and separated from the sub- 
cutaneous tissue. The sac was freed from 
the fibrous opening through the defective 
muscles. It was opened and explored and 
closed in the regular manner of closing the 
peritoneum as there was nothing in it ex- 


Fig. 1. Anatomic relationship to the line of in- 
cision: 1. Border of the lowest rib. 2. Medial bor- 
der of the latissimus dorsi muscle. 3. Line of in- 
cision. 4. Crest of the ilium. 


cept that when the patient strained the sig- 
moid bulged into the wound. The trans- 
versalis fascia and internal oblique were 
freed and brought down and fixed to the 
fascia on the inner margin of the iliac crest. 
It was possible to suture the external ob- 
lique to the latissimus dorsi, covering nearly 
two-thirds of the defect. A triangular sec- 
tion of fascia covered by subcutaneous fat 
was raised opposite the defect from off the 
gluteus maximus and swung as a lid over 
the crest of the ilium and sutured to the 
defect. 


CASE REPORT 


Mr. J. P., a white male, aged 48, experienced a 
pain in the left side while dragging some electric 
light poles. He worked the rest of the day without 
difficulty but was constantly aware of pain in the 
left side. His history is negative in so far as in- 
jury is concerned. There was no history of sudden 
severe pain that required stopping from work. At 
no time was he nauseated nor did he vomit but 
continued to work without loss of time. The ques- 
tion of injury as a cause for his trouble never oc- 
curred to him. It was only when he’ was examined 
for constipation, which he assumed was the cause 
of his trouble, that the left lumbar hernia was 
found. 

At the present time he suffers from a dull aching 
pain in the left side which is accentuated on lifting 
or straining and coughing. Coughing causes most 
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of the pain because of the sudden expulsion of the 
hernia. 

Physical examination revealed a well developed 
and well nourished man in good physical condition, 
who weighed 170 pounds. Nothing of consequence 
was found other than a small right varicocele. 
On the left side of the abdomen over the crest of 
the ilium, upon inspection, was found a slight bulge 
located between the external oblique and latissimus 
dorsi muscles. Palpation revealed a weakness at 
this point and the tips of two fingers could be in- 
serted and the margins of these muscles palpated. 
Coughing or straining brought out a definite pul- 
sation, demonstrating the presence of a hernia 
into the defective area. 

Laboratory findings were normal. X-ray ex- 
amination was negative for old fracture, tumor or 
erosion of the ilium about the point of weakness. 


Operative technic was carried out under local 
infiltrative novocaine anesthesia, using one-half 
per cent solution. The skin incision was made 
transversely across the hernia. The subcutaneous 
fat and fascia was easily separated from the pre- 
peritoneal fat. The neck of the sac, which con- 
sisted of a fibrotic ring about the edges of the 
external oblique and the latissimus dorsi muscles, 
was then freed. The sac was opened. A portion 
of the descending colon was visible but it was not 
adherent and easily displaced. The peritoneum of 
the sac was closed by a continuous suture of 1 
chromic catgut. It was possible to bring the edge 
of the latissimus dorsi over and suture it to the 
edge of the external oblique. There was then left 
a small defect at the base of the triangle. A flap 
of fat and fascia was lifted from the adjacent glu- 
teus maximus so that the superficial fat could be 
buried into the defect. With deep interrupted 
sutures containing the margins of the external 
oblique, transversalis fascia, latissimus dorsi and 
fascia of the gluteus maximus the residual defect 
could be closed snuggly and without tension. In- 
terrupted silk was used as a skin suture. 


The wound healed per primam and the patient 
was allowed about by the eighteenth day. He re- 
turned to his work after the sixth week, wearing 
a belt, and when seen after 10 months the patient 
was found to be perfectly well. While it is still 
too soon to state that he will not have a recurrence, 
the modification of the approach to the repair of 
his hernia made of it a single procedure. 


CONCLUSION 

A review of the literature reveals that 
lumbar hernia is indeed a very rare type of 
hernia. In most instances it is caused by 
indirect injury usually in males and in advlt 
life. It is most frequently recorded as ap- 
pearing in the left side. The diagnosis 
should not be difficult, provided it is 
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thought of. A slight modification of the 
Dowd technic simplified the isolation of the 
hernial sac and the subsequent closure of 
the muscular defect. 
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THE EFFECT OF REPEATED LUMBAR 
PUNCTURES ON THE SPINAL FLUID 
IN NORMAL CHILDREN 


LT. FRANK K. BAUER, M. R. C.* 
New Orleans 





There prevails the opinion among many 
physicians that the irritation caused by a 
lumbar puncture might give rise to a men- 
ingeal reaction characterized by an increase 
in cells at a subsequent puncture. This has 
been claimed to be true especially in infants 
and children. Merrit and Fremont-Smith! 
have performed repeated punctures without 
finding any such reaction except in cases 
where air, serum, or lipiodol had been in- 
troduced. These authors do not state, how- 
ever, whether these punctures had been done 
in children or adults. 


METHODS AND MATERIAL 


Sixteen children from eight months to 15 
years were subjected to two lumbar punc- 
tures, 48 hours apart. These children were 
in a good state of nutrition, afebrile and 
convalescent from conditions which would 
not affect the spinal fluid (table 1.) The 
interspaces between the third and fourth, 
or the fourth and fifth lumbar vertebrae 
were used; procaine was employed in all 
but the very small children. The pressure 
was taken with the patient lying down and 
the Queckenstedt manoeuvre carried out. 
Twenty c.c. of fluid were removed and a 
cell count and Pandy reaction done imme- 


*From the Department of Medicine, Tulane Uni- 
versity, School of Medicine, and Charity Hospital 
of Louisiana at New Orleans, 


This article was accepted for publication in 
New Orleans Medical and Surgical Journal prior 
to the entrance of Lt. Bauer into the Army. 
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TABLE I 


Convalescence 
From Disease 


Appearance 
of fluid 


Pres- 
sure 


Pro- 
Cells Pandy teins 


Chilo- 
Age rides Sugar 


8 mo. Phallorrhaphy Clear 170 0 0 20 5% 55 


220 0 0 22 ‘ 48 


9 mo. Eczema Clear 100 2 32 59 


120 4 52 50 


10 mo. Phallorrhaphy Clear 150 0 52 
155 0 3 386 40 
12 mo. Phallorrhaphy Clear 120 0 8 28 50 
160 é 48 


12 mo. Seborrheic dermatitis Clear 110 
125 
14 mo. Phallorrhaphy Clear 175 
190 


-18 mo. Phallorrhaphy Clear 160 
150 


22 mo, Old burns Clear 100 
125 
26 mo. Eczema Clear 85 
100 
2h yr. 


Eczema Clear 100 


110 
Parasites, 


(intestinal) Clear 


Hernia (preopera- 
tively) 


Clear 
Seborrheic dermatitis Clear 
Hysteria Clear 
Old burns 


Clear 


Psychoneurosis Clear 


diately following the procedure. 
chlorides and sugar were determined by the 


Proteins, 0 
ALBRECHT VON HALLER* 


W. D. FUTCH, M. D. 
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usual methods. The pressure in some of the 
smaller children was sometimes inaccurate 
as the children were crying. 


It seems quite appropriate that we con- 
sider this personality in the history of med- 
icine, for yesterday, one hundred sixty- 
three years ago, he died. Albrecht von Hal- 
ler was born at Bern, Switzerland, on Octo- 


SUMMARY 


(1) Sixteen children were subjected to 
two lumbar punctures 48 hours apart. 


(2) There was no increase in cell count 


at the second puncture. 


(3) In the older children the pressure 
was slightly elevated at the second puncture 
and the values for the chemical constituents 
lower, which would indicate an increased 
amount of spinal fluid due to the rapid rate 
of formation consecutive to the first tap. 


REFERENCE 


1. Merritt, H. Houston, and Fremont-Smith, Frank: 
The Cerebrospinal Fluid, W. B. Saunders Co., Philadelphia. 


1938, p. 59. 


ber 18, 1708. He was the fourth and young- 
est son of the attorney at law, Nicholas 
Emanuel von Haller. He is said to have 
been a timid, serious and weakly child. 
This fact may have had some bearing on 
his developing a versatility in language, 
poetic talent, an unusual industry in col- 
lecting facts and objects and his extraordi- 


*Read before the History of Medicine Society, 
Tulane University. 
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nary power of observation. His early life 
reminds one much of the precocity of Mil- 
ton’s childhood. At the age of four, he ex- 
plained the Bible, at the age of eight wrote 
a Latin satire on his old pedantic tutor, at 
nine had produced an extensive lexicon of 
all the Hebrew and Greek words in the 
Old and New Testament and had written 
a Chaldaic grammar, and at ten had com- 
piled over two thousand biographies of dis- 
tinguished personages. 


In the year 1721, when von Haller was 
13 years of age, he wrote an eulogy on the 
death of Frisching. In its title, the author 
calls himself a “poet who is a lover of vir- 
tue and a disciple of wisdom.” This poem, 
although not showing the sentiment and 
perfect rhythm of his later efforts, is nev- 
ertheless genuinely poetic. 


In 1722 he left Bern to become a student 
under the physician John Neuhas in Biel. 
At that time, when young von Haller was 
14, we are first told of his morbid inclina- 
tions. He was continuously sick, avoided 
his playmates and locked himself up in his 
room for months at a time. He consoled 
himself by writing and reading poetry in 
various languages. Besides writing an epic 
on the origin of the Swiss Union of States, 
he wrote several tragedies and translated 
Ovid, Horace and Virgil. Once while at 
Biel, he rushed into his burning house at 
great risk to save his mass of verse and 
jiterary compilation, only to burn them 
later. 


The next year he went to the University 
of Tiibingen. It was here that he first 
showed signs of breaking down the barriers 
between himself and the outside world. He 
entered mildly into the frivolous, merry life 
of the student and even describes the pretty 
ladies of Tiibingen as being “by no means 


” 


coy.” He discovered, however, that Tii- 
bingen was not a place conducive to se- 
rious study, so in April, 1725 he went to 
Leyden to study under the renowned Boer- 
haave. It was at this time that he com- 
posed the beautiful hymn “Morning 
Thoughts”, an apotheosis on the omnipot- 
ence of the Creator, which is undoubtedly 
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one of the most impressive poems in the 
German language. 

When von Haller went to Leyden, Boer- 
haave was at the height of his power. Al- 
though Boerhaave made no discoveries or 
contributions to medicine, his wealth of ex- 
perience undoubtedly laid the cornerstone 
around which all of von Haller’s future 
works were based. At Leyden, von Haller 
met and worked under two other men of 
science, the younger Albinus, who was a 
shrewd and skillful anatomist and who in 
1745 became Professor of Anatomy at Ley- 
den, and Ruysch, who was von Haller’s 
teacher at the age of 90. Von Haller re- 
ceived his degree in medicine in 1727 on 
the basis of a thesis in which he exposed 
the error of Coschwitz of Halle concerning 
a supposedly new salivary duct of the sub- 
maxillary and sublingual glands. Von Haller 
realized its true nature and correctly 
named it the lingual vein. After graduat- 
ing from Leyden, he traveled extensively 
in England, where he became a favorite 
with the English men of medicine. He vis- 
ited Belgium and Paris in 1728, and then 
went to Basel to study mathematics under 
Bernoulli. Two years later he returned to 
Bern to begin his practice of medicine. 
Here he continued his researches in physio- 
logy and anatomy, spending his leisure 
hours in noting down poetic inspirations 
and in making botanical explorations into 
the neighboring Alps. As time went on, 
he made a complete collection of Swiss 
flora and wrote a book on the subject which 


even today is considered to be a classic. 


In 1736, when he was 28 years old, he 
had become already so famous that George 
II of England, who was also Elector of 
Hanover and Braunschweig, offered him 
the chair of anatomy, medicine and bo- 
tany at the newly formed University of 
Gottingen. Von Haller accepted this posi- 
tion and remained at Géttingen for 17 
years. It was while he was there that he 
carried out most of his important inquiries 
concerning medicine and compiling his 
literary work. While at Géttingen he 
founded the anatomic museum and labora- 
tory, the botanical school and department, 
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and the obstetric department. He was one 
of the founders of the Gottingen Scientific 
Association and was the editor of its Com- 
mentaries. During his time at the Univer- 
sity, he refused many calls to other more 
famous universities, noteworthy among 
which was a call by Frederick the Great to 
a chair at the Academy of Berlin. 


At the age of 45, in 1753, he returned to 
Bern, partly because of illness and partly 
because of political ambitions in his Father- 
land. He passed the remaining 24 years of 
his life in Switzerland, taking an active 
part in both municipal and state duties. 
The height of his political career came 
when he was elected a member of the great 
National Council of Switzerland. 


We know very little of von Haller’s home 
life. We do know, however, that he was 
married three times. His deeply conceived 
eulogies on the occasion of the death of his 
first and also on that of his second wife, 
were evidences of his intense feeling. 


Toward his latter years, von Haller be- 
came addicted to opium as a result of its 
use to relieve severe persistent pain. We 
are led to believe that he was a victim of 
cancer. He died on December 12, 1777. His 
last words, spoken to a friend at his bed- 
side, with his fingers on his own pulse, 
were “the artery no longer beats.” 


His extraordinary versatility as a poet, 


litterateur, political economist, botanist, 
physiologist, physician and surgeon has 
been the wonder of his biographers. Von 
Haller’s versatile genius reveals itself best 
in physiology. Before his time there never 
existed a complete treatise on physiology. 
Between 1759 and 1766 he published his 
great work Elementa Physiologiae Cor- 
poris Humani, in eight quarto volumes, 
which established modern physiology and 
earned for himself the title of father of 
physiology. In the preface of the sixth 
volume of the Elementa, he gives a list of 
which he claims to be some of his personal 
discoveries. He doubtlessly correctly rec- 
ognized the mechanism of respiration and 
peripheral circulation, and his researches 
on the “formation of bone’ and “develop- 
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ment of the embryo” are of greatest im- 
portance. 

In 1728, when von Haller was 20 years 
old, he made an extensive trip through 
Switzerland. This experience affected him 
so much that in the following year he put 
his impressions in poetic form in the poem 
called “Die Alpen’. In this work he com- 
pared with biting sarcasm the low morality 
of the dwellers of the cities with that of 
the old Swiss type who were true children 
of nature. Several years later, however, he 
reverses his ideas concerning these Alpine 
children of nature, for it becomes evident 
that he had transported himself in his 
poetic zeal to a beautifully conceived past, 
or to a place that existed only in his imag- 
ination. Supplementing this sentimental 
bias and pessimistic view of civilized life, 
however, von Haller had a practical, com- 
mon sense view of nature on one hand, and 
an effusive religious optimism on the other. 
Like Leibnitz and Pope, he believed that 
“Everything that exists is good and for the 
benefit of humanity.” 

Von Haller’s entire poetical works are 
contained in one small volume. This is a 
great contrast to the cluster of Germanic 
poetasters of that period who were of the 
“quantity not quality” variety. In von 
Haller, a serious, philosophic poet had made 
his appearance. He was the first to bring 
force and depth to German poetry; how- 
ever, he did nothing to bring about the 
ease of expression that characterized the 
later poets of the German language. Eman- 
uel Kant refers to him as “the most sub- 
lime German poet.” 

When it came to regarding life from a 
pleasant point of view, Haller was lost. 
This was entirely foreign to his grave na- 
ture. Being inclined to loneliness, reserved 
and sensitive, lacking resiliency to experi- 
ences of a disagreeable nature he kept him- 
self aloof from a real understanding of the 
joys of youth. 

As a professor at Géttingen, Albrecht 
von Haller soon became famous throughout 
Europe as the “Great Haller.”” The Acade- 
my of Berlin sought him, but the free- 
thinking tendencies of Frederick’s court 
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were distasteful to the pious Christian. 
Being possessed of a gigantic intellect and 
immense learning, he devoted himself with 
untiring efforts to scientific study. His- 
tories of botany, physiology, anatomy and 
surgery each give him a great share of 
honor. He was an encyclopedia of infor- 
mation; wrote for many years reviews of 
books related to all departments of knowl- 
edge, at one time appearing in the role 
of a theologian, at another as a politician, 
and in his last period became a statesman 
and administrator of public affairs. He, 
more than any other man before or since 
him, did more to rehabilitate the poetic and 
scientific fame of Switzerland, his Father- 
land. 


o 
Uv 


THE FUNCTIONS AND SERVICES OF 
THE LOUISIANA STATE BOARD 
OF HEALTH 


LOCAL HEALTH SERVICES 





This division is purely administrative and 


functions so that health services rendered 
over the state to the public are co-ordinated 
and standardized. The principal duties are: 

1. Organization of local health units. 

2. Co-ordination of public health pro- 
grams on a local level. 

3. Supervision of the administration of 
local health units. 

4. The recruiting, training and assign- 
ing of personnel in co-operation with the 
Divisions of Public Health Engineering and 
Public Health Nursing. 

5. Furnishing technical field advisors 
for consultant service on technical proce- 
dures to local health personnel. 

6. Selecting and assigning health unit 
personnel who, in turn, organize and ad- 
minister public health programs on a local 
level. 


ADMINISTRATIVE SERVICE 
The functions of this division are: 


1. Financial budgetary accounting, in- 
cluding the receiving of and control of all 


*Reprinted from a bulletin issued by the Loui- 
siana State Board of Health. 
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incoming cash, audits of all payrolls and 
‘other expenses, and the disbursements of 
all funds. 

2. Control of purchases and maintenance 
of Central Supply Office, messenger, print- 
ing and mailing services. 

LABORATORY SERVICE 

Laboratory services are maintained for 
the benefit of the communities throughout 
the state and include the examination of: 

1. Blood specimens for the sero-diag- 
nosis of syphilis from selectees, members 
of the various branches of the armed forces, 
expectant mothers, food handlers, industrial 
employees, those suspected of having the 
disease. 

2. Human blood specimens for diagnos- 
ing fevers. 

3. Blood smears for malarial parasites. 

4. Spinal fluid for cell count, Wasser- 
mann, colloidal gold, globulin, smears and 
cultures. 

5. Material from suspected lesions for 
syphilis (darkfield). 

6. Smears and cultures for the diagnosis 
and control of infectious diseases from pa- 
tients suffering or convalescing from in- 
fectious disease or their contacts to deter- 
mine whether or not they are carriers. 

7. Smears and cultures for gonococci. 

8. Sputum and other material for tuber- 
cle bacilli. 

9. Stools for the presence of ova, para- 
sites or cysts from food handlers, pre- 
school, and school children, and persons 
suspected of harboring parasites. 

10. Stools for the presence of typhoid- 
dysentery group from patients suffering or 
recovering from the disease; and food 
handlers. 

11. Urinalyses 
scopic). 

12. Surgical and autopsy tissues. 

13. Foods, drugs and cosmetics (chemi- 
cal and bacteriological) to determine their 
legality. 

14. Foods, drugs and cosmetics for the 
purpose of accumulating data to arrive at 


(chemical and micro- 
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legal standards (chemical and bacteriologi- 
cal) and to improve control methods. 


15. Foods, drugs and cosmetics for re- 
Search purposes (chemical and bacterio- 
logical). 

16. Water and sewage (chemical and 
bacteriological) as related to public health. 

17. Milk and milk products (bacterio- 
logical and chemical) from dairies within 
the state and from those shipping milk for 
use in the state, milk plants, and distribu- 
tors. 


18. Shell fish, food and food products 
(bacteriological and chemical). 

19. Animals for plague, typhus, rabies 
and animal blood for anthrax and undulant 
fever. 

20. Toxicological specimens (chemical 
and bacteriological) to determine presence 
or absence of poisons. 

21. Preparations of biologicals: typhoid 
vaccine, sterile distilled water, antigens, 
hemolysin, antisera. 


22. Distribution of containers for collec- 
tion of specimens, culture media, data 
forms. 

This division supplies technical informa- 
tion and advice to other divisions regard- 
ing chemical and bacteriological problems 
related to public health. 


PUBLIC HEALTH ENGINEERING 


This division has supervision of all ac- 
tivities dealing with environmental sani- 
tation, including water supplies, sewage 
and waste disposal, rat-proofing, and ma- 
laria-mosquito control drainage projects; 
as well as the administration of food and 
drug control. 


Among its principal functions and duties 
are: 


1. Supervision of public water supplies 
and supplies of common carriers engaged 
in interstate commerce. This involves pe- 


Tiodic inspection of supplies, review of 
plans for new water supply systems; and 
the receipt and proper handling of labora- 
tory reports on the examination of water 
supplies. 
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2. Promotion and conduct of educational 
programs to assist water and sewer depart- 
ment personnel to discharge their duties 
properly. 


3. Supervision of sewage and waste dis- 
posal and plumbing. This involves periodic 
inspection of sewerage systems and treat- 
ment plants; and the review of plans for 
new systems and for major additions to 
existing systems. 


4. Supervision of the sanitation of swim- 
ming pools and recreational areas; including 
review of plans for new pools, inspection of 
existing pools, and educational training of 
pool operators. 


5. Consultant services and supervision of 
rodent control, including rat-proofing and 
poisoning campaigns. 


6. Review of plans for public institu- 
tions, jails, hospitals and schools. 

7. Administrative supervision of the pro- 
gram for “Malaria Control in War Areas,” 
which involves control of the malaria- 
carrying mosquito in areas surrounding 
military establishments and war industries; 
consultant service and aid to local communi- 
ties in the planning and conduct of malaria 
control projects; administration of laws 
and regulations for control of mosquito 
breeding, including control of impounded 
water projects. 

8. Administration of laws and regula- 
tions dealing with food, drugs, cosmetics, 
milk and milk products, soft drinks, and 
seafood. The giving of technical advice and 
Assistance to local officials in the planning 
and conduct of local food control programs. 


9. Preparation of educational leaflets on 
various phases of environmental sanitation; 
the establishment of standards of good 
practice, and of methods of procedure for 
the improvement of environmental sanita- 
tion. 

10. Assistance and co-operation in writ- 
ing and revising The Sanitary Code of 
Louisiana. 

11. Co-operation with official and non- 
official agencies, particularly the: Drain- 
age Basin Committee of the National 
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Resources Planning Board; State Stream 
Control Commission; State Nutrition Com- 
mittee; Louisiana Civilian Defense Council; 
Division of Public Works, Streets and 
Buildings, New Orleans Civilian Defense 
Committee. 


MATERNAL AND CHILD HEALTH 


This division aims at the state-wide pro- 
motion of maternal and child health with a 
reduction of maternal and child mortality 
and morbidity by: 


1. Directing and assisting in the develop- 
ment and improvement of medical ma- 
ternity clinics providing ante-natal and 
postnatal medical care in parishes having 
full time health units. 


2. Giving consultation service to nurses 
carrying on ante- and postnatal work. 


3. Organizing of medical infant and pre- 
school conferences to afford continuous 
health supervision of the infant and pre- 
school child which includes his immuniza- 
tion against whooping cough, diphtheria 
and smallpox. 


4. Promoting nursing care and continu- 
ous supervision of this group (infant and 
preschool). 

5. Co-operation with the Division of 
Health Education and the State Depart- 
ment of Education in planning a school 
health program. 


6. Maintenance of a maternal and child 
health demonstration in a rural area. 

7. Developing obstetric consultation serv- 
ice to the state charity hospitals. 

8. Providing refresher courses in ob- 
stetrics for practicing physicians. 

9. Providing basic instruction to un- 
licensed midwives in rural areas. 


10. Promoting and assisting in establish- 
ing and maintaining standards for foster 
care of children in institutions; to promot- 
ing, assisting in establishing and maintain- 
ing standards for obstetric and pediatric 
care in hospitals. 


11. Promoting of education regarding 
maternal and child welfare to both lay and 
professional groups. 
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PUBLIC HEALTH NURSING 
Functions of this division are: 


1. Development of services rendered by 
Public Health Nurses in local communities. 

2. Assistance in clinic, conference, school 
and home in the interest of communicable 
diseases, venereal diseases and tuberculosis 
control, pre-school, school and adult health 
supervision; and crippled children. 

3. Assistance in promoting a generalized 
health program in every community. 

4. Recommendation of standards of 
qualifications and performance of techni- 
cal procedures. 

5. Assistance in recruitment of qualified 
personnel. 


6. The giving of technical guidance in 
all plans involving services of public health 
nurses. 


7. Correlating of public health nursing 
with services of other agencies working for 
community betterment. 

8. Furtherance of in-service staff edu- 
cation for nursing personnel as well as ad- 
vanced study. 


PREVENTIVE MEDICINE 

The functions of this division are: 

1. To effect integration of the services 
of the Sections of Epidemiology, Industrial 
Hygiene, Tuberculosis, Dental Health and 
Venereal Disease into a unified health pro- 
gram for the state. 

2. To co-ordinate the activities of Louisi- 
ana State Board of Health by co-operating 
with all agencies and institutions on a local, 
state and national level. 


DENTAL HEALTH 


This section gives services that are both 
educational and corrective. The principal 
services are: 

1. Operation of mobile dental units in 
those parishes that have full time health 
units. 


2. Corrective services to a selected group 
of pre-school children from 3 to 5 years of 
age and the selected groups of children of 
the first and second grades in grammar 
schools. 
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3. Prophylaxis and dental corrections 
for selected groups of maternity cases that 
are known to the parish health units. 

4. Dissemination of dental health educa- 
tion to adults and children. 


5. Co-operation with the Public Health 
Education Committee of the Louisiana 
State Dental Society in the promotion of 
dental health educational and service pro- 
grams as well as educational services to 
dentists. 


6. Making available to school authorities 
and teachers knowledge regarding dentis- 
try, recent advances in related sciences and 
proper use of local and state dental facili- 
ties. 


PERSONNEL 


The personnel office serves in a liaison 
capacity between the State Department of 
Health, the Merit System Council, and the 
Department of State Civil Service. The 
tluties include: 

1. Interpretation of the rules and regu- 
lations of the agencies concerned. 


2. Negotiations of transactions with the 
state and federal agencies involved. 

3. Administration of classification and 
compensation plans. 

5. The making of recommendations to 
the State Health Officer on the selection of 
eligibles, promotions, salary advancements 
and all types of personnel status changes. 

5. Conferences with’ representatives of 
the U. S. Public Health Service and Chil- 
dren’s Bureau regarding the setting up of 
compensation, classification plans and rules 
and regulations for the operation of the 
Merit System. 


6. Maintenance of personnel records on 
all persons employed in the agency and rec- 
ords of all personnel action. 

7. The receiving of application forms 
from and interviewing of persons interested 
in employment with the department. 


TUBERCULOSIS CONTROL SECTION 


Tuberculosis case finding and early diag- 
nosis to facilitate treatment by private 
physicians and public institutions and to 
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initiate public health control measures are 
the chief objectives of this Section. The 
services are: 

1. Consultation service to parish health 
units regarding tuberculosis control, em- 
phasizing the use of traveling and local 
clinics, and voluntary agencies. 


2. Operation throughout the state of 
traveling chest X-ray unit, which studies 
tuberculosis contacts and suspects, food 
handlers, college students, high school 
teachers, industrial workers and maternity 
and venereal disease clinic patients when 
previous arrangements have been made by 
health units and proper authorities. 


3. Supervision of the X-ray diagnostic 
units operated in connection with health 
units in Shreveport, Monroe, Alexandria, 
Baton Rouge, Lake Charles, Minden, 
Homer, Winnfield, Tallulah, Winnsboro, 
Natchitoches, Leesville, Crowley, New 


Iberia, Opelousas, Covington and Gretna. 


4. Reading of all chest films from the 
above units (except Shreveport) as well as 
consultation reading for private or institu- 
tional physicians and the New Orleans 
Health Department. 


5. Active co-operation with the Depart- 
ment of Institutions regarding applications 
for tuberculosis sanatorium care. 


6. Assistance and consultation to Divi- 
sion of Education and the voluntary tuber- 
culosis agencies in conducting tuberculosis 
control educational programs. 

7. Lectures to L. 8. U. Medical and Grad- 
uate Welfare students, nurses being trained 
for public health work and to Negro physi- 
cians at Flint-Goodridge Hospital in New 
Orleans. 

8. Co-operation with selective service 
medical personnel for further study and su- 


pervision of selectees rejected because of 
chest findings. 


NUTRITION 
The nutrition program is necessarily edu- 
cational in nature. It includes: 


1. Orientation lectures in nutrition to 
nurses and other trainees. 
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2. Preparation and publication of nutri- 
tion materials and literature for general dis- 
tribution. 


3. Close co-operation with the Division of 
Maternal-Child Health for education of 
mothers before and after the birth of their 
babies, for infant and preschool feeding; 
with the Department of Education for nu- 
trition of the school age children both 
through teaching and the lunch program; 
and with the Division of Crippled Children 
for aid to the children in need of special 
advice regarding foods and nutrition. 


4. Co-operation with teacher-training in- 
stitutions and lectures to L. S. U. graduate 
social workers. 


5. Education at the community level by 
talks, written articles, exhibits and close 
co-operation with all parish nutrition com- 
mittees. Chairmanship of the Steering Com- 
mittee and the Publicity Committee of the 
State Nutrition Committee. 


INDUSTRIAL HYGIENE 
This section has been established to study 
and help in the control of those conditions 


in industry which may injure the health of 
workers. Its services include: 


1. Medical studies, in co-operation with 
private or industrial physicians, of workers 
who are thought to be suffering from sick- 
ness as a result of exposure to processes or 
materials used in manufacturing. 


2. Examination of air in_ industrial 
plants to determine the concentration of 
harmful dusts, gases, vapors, fumes, mists 
or sprays present in the atmosphere of 
workrooms. 

3. Recommendation of methods for the 
control of industrial health hazards. 


4. Investigation of new industrial pro- 
cesses and materials to determine what their 
effect will be on health. 

5. Aid in establishing adequate indus- 
trial medical services which are of benefit 
both to the worker and to the industry. 

6. Assistance in making the facilities of 
the State Health Department available to 
every employed person. 


Louisiana State Board of Health 


VENEREAL DISEASES 


Functions and services rendered by this 
section are: 


1. Operation of 141 venereal disease clin- 
ics throughout the State where free medical 
service is available to indigent patients. 


2. Provision of trained epidemiologic in- 
vestigators to these clinics. 


3. The supplying of free drugs for the 
treatment of all venereal diseases to all 
venereal disease clinics, private physicians 
and institutions. 


4. Medical and epidemiologic consulta- 
tive service to clinics, private physicians 
and institutions. 

5. Co-operation with military, naval, 
state and parish authorities in tracing and 
bringing under treatment patients infected 
with venereal diseases. 

6. Co-operation with the selective service 
boards in serologic testing of all selective 
service registrants and in tracing and bring- 
ing to treatment those found infected with 
venereal diseases. 


7. Provision of hospital facilities for the 
treatment and vocational re-direction of se- 
lected groups of venereal disease patients. 

8. Evaluation of the performance of se- 
rologic tests for syphilis in military, private 
and industrial laboratories in the state. 

9. The correlation, tabulation and analy- 
sis of medical and epidemiologic activities 
in the state venereal disease clinics. 

10. Co-operation with the Division of 
Public Health Education in promulgating 
venereal disease education. 

COMMUNICABLE DISEASES 

This section is planned to control dis- 
ease by: 

1. Improving the reporting of communi- 
cable disease by physicians and other at- 
tendants, an obligation required by law. 

2. The verification of diagnoses of com- 
municable diseases by physical and labora- 
tory examinations. 

3. The institution of measures for the 
control of communicable disease: isolation 
and quarantine of cases and contacts when 
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necessary as well as artificial immunization 
of susceptible contacts whenever possible. 


4. Programs for immunization. 


5. The examination of food and milk 
handlers for communicable disease to pre- 
vent the contamination of these foodstuffs. 


6. The collection and analysis of statis- 
tics on disease incidence by localities and by 
state. 


_— 


7. The maintenance of a register of dis- 
ease incidence. 


8. The organization and conduct of spe- 
cial studies on communicable diseases. 


9. Co-operation with the Division of La- 
boratories in procedures concerning the di- 
agnosis and control of communicable dis- 
eases. 


10. The preparation of educational ma- 
terial for public health workers, other pro- 
fessional workers and the lay public in co- 
operation with the Division of Public Health 
Education. 

DIVISION OF CRIPPLED CHILDREN SERVICES 

This division aims to locate and render 
medical or surgical service to children in- 
hibited by physical defects which cause 
crippling. The most modern methods known 
to medicine and surgery are employed. Chil- 
dren up to twenty-one years of age, whose 
parents are unable to pay for treatment and 
care, are accepted. The Crippled Children 
Division renders the following services: 

1. Itinerant orthopedic field clinics—lo- 
cated geographically so that all parishes 
may be served at least once a year. 

2. Monthly orthopedic clinics at Shreve- 
port, Monroe, Lafayette, Alexandria and 
Baton Rouge. 


» 


3. Weekly orthopedic clinics at New Or- 
leans. 


4. Diagnosing and treating children in 
clinies. 


5. All cases requiring surgical or other 
treatment are hospitalized in Shreveport at 
the Tri-State and Charity hospitals in New 
Orleans at Touro Infirmary, Baptist and 
Flint-Goodridge hospitals. 
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6. The Kenny treatment of infantile pa- 
ralysis is given at Charity Hospital, New 
Orleans. 

7. Medical social service and nursing fol- 
low-up during care. 

8. Consultant service is offered to pri- 
vate physicians. 

Before final disposition of any case, the 
orthopedic surgeon recommends concern- 
ing placement with Division of Vocational 
Rehabilitation. 


PUBLIC HEALTH STATISTICS 

This division is concerned with vital data 
—hbirths, deaths, marriages, divorces and 
sickness, and comprising collection of data, 
tabulation of these data and analysis and 
reporting of known facts. The collection of 
data includes: 

1. Current birth, death and stillbirth reg- 
istration. 


2. Delayed birth registrations in accord- 
ance with War and Navy Departments’ pro- 
cedures through U. S. Bureau of the Cen- 
sus. The applicant must submit documen- 
tary proof of facts of birth, each fact to be 
supported by two documents if at least one 
document is made and dated prior to regis- 
trant’s 4th birthday or three documents if 
none was made and dated prior to 4th birth- 
day. Each of these latter documents must 
be at least five years old. 

3. Current marriage and divorce regis- 
tration. 

4. Reportable diseases data. 

The punch card method is used for tabu- 
lating data. 

The analysis and reporting include: 

1. The issuing of certified copies of 
birth and death certificates. Fee for certi- 
fied copies filed at time of birth, $.50; of 
delayed birth, $1.00; of death, $.50; notifi- 
cations of the registrations of births and 
deaths are free. 

2. Preparation and issuance of monthly 
and quarterly reports for other Divisions of 
the Board of Health, local health units and 
governmental agencies. 

Two trained consultants are available to 
any health unit upon request. 
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This division is a service bureau for other 
divisions, local health units and for any in- 
dividual who desires statistical data regard- 
ing public health. 


HEALTH EDUCATION 


This division is one of co-ordination and 
administration. Its functions are to help the 
public understand and use the services of 
the different divisions in the State Health 
Department. The division co-operates with 
the State Department of Education, the 
State Department of Welfare and other 
state and federal agencies. The services in- 
clude: 

1. Publication and distribution of Quar- 


terly Bulletin, Trends (a monthly publica- 
tion), News Letters, and Biennia] Report. 
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2. Conducting programs of educational 
films for schools, institutions and communi- 
ties. 

3. Helping to develop rural community 
health projects in co-operation with the 
State Department of Education. 

4. Giving consultant services to schools 
in further planning and developing the 
health educational program. 

5. Co-operating with teachers’ colleges in 
developing health services and the teaching 
of health. 

6. Sending out news releases, arranging 
weekly radio programs as well as other pub- 
licity. 

7. Arranging exhibits for State and Par- 
ish fairs and special days during conven- 
tions. 

8. Addressing various groups through- 
out the state. 
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MORE DOCTORS NEEDED 


At a recent meeting of the Directing 
Board of Procurement and Assignment 
Service for Physicians, Dentists and Veter- 
inarians it was brought out that there is 
an immediate need for 6,000 more doctors 
for the armed forces. These doctors are 
needed at once and immediately. It hardly 
seems fair to call upon the State of Lou- 
isiana to contribute more doctors than it 
has already done because this state is 
amongst the leaders in more than fulfilling 
the quota they were asked to give to the 
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Army, Navy and Public Health Service. 
Particularly is it unfortunate that the rath- 
er sparsely populated states are expected 
to give doctors when the civilian needs are 
such as they are, whereas the states that 
have given the fewest number of doctors 
proportionately are those in the North, and 
East where the number of doctors per unit 
of population is greater and where methods 
of practice are simpler. In more congested 


and populous states of the North and East 
towns are close to each other and one man 
can take care of many more patients than 
can another man who has to travel a long 
distance to get to his clientele. 


In furthering the wish to obtain more 
doctors, a new step has been taken in their 
procurement. Army medical officers have 


gone into cities and towns and are proceed- 
ing to bring about the commissioning in 
the Army all interns and residents in the 
hospitals if they are physically fit. Not 
only do they seek the male physicians but 
likewise they are preparing to interview and 
consider seriously the commissioning of 
women doctors. Furthermore, the term of 
service for interns has been cut down to 
nine months. 

The situation is serious. Doctors are 
needed for the Army but doctors are also 
needed to take care of the civilian popula- 
tion and to maintain hospitals. A given 
physician can see, treat and care for many 
more patients in a hospital than he can were 
these patients scattered here, there and 
everywhere. In very large hospitals it is 
absolutely essential that there be a certain 
number of residents who are on duty and on 
hand 24 hours a day. If these men are 
pulled out the quality of service will not 
only deteriorate markedly but there is also 
the possibility that it may result in certain 
services being discontinued entirely. The 
shortage of doctors is critical, both for the 
Army and for civilians. We medical men 
must take. care of, and give the best pos- 
sible service to our soldiers but the morale 
cannot be maintained in the soldier group 
if they know that at home their loved ones 
are suffering from inadequate medical care 
or even no medical care. 
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THE LOUISIANA STATE BOARD OF 
HEALTH 


Elsewhere in this number of the Journal 
is published material that was distributed 
as a chart to the doctors of Louisiana rel- 
ative to the functions and services of the 
Louisiana State Board of Health. This has 
been done deliberately with the idea that 
further emphasis should be laid on the 
services the State Board of Health is pre- 
It is felt also 
that possibly a certain number of doctors 
would put to one side the chart that was 
mailed to them and they would have neg- 
lected to read it. 


pared to render physicians. 


There is a lack of knowledge on the part 
of many doctors of the state as to just what 
the State Board of Health is doing and 
what it is prepared to do. Most doctors 
are familiar with the functions of the local 
health services and what the parish health 
units do in their particular parish. Basic- 
ally the local health services are the funda- 
mental part of the program of the Board 
of Health. The activities of the State 
Board of Health center around the health 
units in the parishes where they exist, but 
many of these activities are so far removed 
from the ken of the physician that he may 
know in a general way what is being done 
but not the details. 

To assist the physician in control of dis- 
ease there are excellent laboratories 
throughout the state, with a central labor- 
atory in New Orleans. In these laboratories 
the staff is prepared to make practically 
any kind of laboratory study that the doc- 
tor wishes to have done on specimens sent 
into the laboratory of patients who are un- 
able to afford the cost of expensive lab- 
oratory methods. Not only are diagnos- 
tic procedures carried out, but also the 
laboratories are prepared to report on au- 
topsy tissues, to examine food, drugs and 
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cosmetics, to determine the purity of water 
and milk and of shellfish and other food 
products. Vaccines are prepared, distilled 
water is to be had at the request of the doc- 
tor, as well as antigens and antisera. 


One of the rather remotely separated di- 
visions from the everyday activities of the 
physician is that of public health engineer- 
ing which supplies consultant service in the 
control of mosquitoes, rodents and other ver- 


min. This division has general supervision 


of all water supplies in the state as well as 
sewage and waste disposal. To this divis- 
ion is entrusted the administration of the 
laws and regulations having to do with 
food, drugs, cosmetics, milk and so on. This 
division in a quiet and unostentatious way 
carries out its share of the duties which 
enable the state to maintain the health of 
its citizens. 

The maternal and child health division is 
in contact with the Federal government in 
maintaining and promoting maternal and 
child health. Amongst other of their ac- 
tivities have been in the past refresher 
courses given throughout the state in ob- 
stetrics and pediatrics to the practicing 
physicians. The public health nursing di- 
vision has for its functions, nursing service 
to the clients of the health units as well as 
innumerable other duties, many of which 
have to do with the education of the gen- 
eral public. Parenthetically it might be re- 
marked that the educational program of the 
Board of Health is extensive. The president 
of the Board of Health realizes and appre- 
ciates that it is only through the education 
of the ignorant that health measures may 
properly be carried out. It also should be 
remembered that the trained physicians of 
the State Board of Health are at the call 
of doctors at any time to assist them in 
their problems. 


The functions of the division of preven- 
tive medicine have to do with coordination 
and integration of the sections which are 


under it. These sections include a section 
on dental health, tuberculosis control, nu- 
trition program, industrial hygiene improve- 
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ment, venereal disease control as well as 
that of communicable diseases. 

In the division of crippled childrens serv- 
ice is placed the care of the child who is 
unfortunate enough to be crippled and 
whose parents are unable to provide proper 
medical care. One of the newest under- 


takings of this division has been the setting 
up in the Charity Hospital, New Orleans, 
of a unit to carry out the Kenny treatment 
of infantile paralysis. 


The division of vital statistics is an 
important division at the present time on 
account of the obligatory requirement of 
birth certificates for persons engaged in all 
war activities. This division records and 
maintains vital data; births, deaths, mar- 
riages and so on. The most modern statis- 
tical machinery has been improved for this 
division so it is possible now to obtain any 
information that is required in a compara- 
tively few minutes. Thousands of dollars 
have been spent on equipment for this di- 
vision and the results well merit the ex- 
penditures of these monies. 


The president of the Louisiana State 
Board of Health, himself a practicing phy- 
sician before accepting the present posi- 
tion, is willing at all times to be of assist- 
ance to the doctors of the state in any of 
their public health problems. He has al- 
ways been a loyal member of organized 
medicine and he knows the difficulties of 
practice in both small and large communi- 
ties, so that the Louisiana doctor can feel 
that he has, as it were, a friend at court. 


4). 
U 





CHRONIC SEASICKNESS 

Lt. Commander Schwab,* in writing of 
this condition, notes that it is a disorder as 
old as any known disease. The Romans and 
Greeks mentioned it; Cicero and Caesar suf- 
fered from it and Lord Nelson was beset 
by seasickness most of the time he was 
at sea. 


‘Schwab, Robert S.: Chronic seasickness, Ann. 
Int. Med., 19:28, 1943. 
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This condition is of great importance to 
the Navy. A sailor who is seasick when he 
is on a sea tour of duty will have his ef- 
ficiency materially reduced; some sailors 
are so seasick that they are a liability rath- 
er than an asset to the crew. Efficiency 
is lowered not only by the nausea, vertigo 
and headache from which these persons suf- 
fer, but apparently there are lower degrees 
of sickness to motion which will affect 


the alertness, the skill, temper, and re- 
sistance to infection and emersion of these 
men who suffer from it. 


A certain group of sailors who have sea- 
sickness may develop a_ psychoneurosis. 
They complain of many and multiple aches 
and pains, from the back, to the head, to 
the stomach. Some of the men when they 
are ordered to return to sea after living on 
shore, break down psychially completely and 
become totally useless for sea duty. Rather- 
er interesting that many of the complainers 
of chronic seasickness have abnormalities 
of the gastrointestinal tract. Some 50 per 
cent, according to Schwab, were discovered 
to have marked irritability of the pylorus 
and duodenum, pyloric spasm, lack of secre- 
tion and increase in the gastric rugae. 


The implications of seasickness are many 
but just at the present when the Navy is 
at war these implications have largely to 
do with the efficiency of the men. At the 
present time the Navy is trying to keep out 
of the service those individuals who have 
suffered from motional sickness in the past, 
as picked up by a questionnaire. The men 
who have gotten into the service are sent 
to shore jobs “if their abilities warrant a 
retention in the service.” This applies 
particularly to the men who have had ex- 
tensive and expensive training, invaluable 
men as officers, physicians, radio engineers, 
signal men and so on. 


In the Army the poorest soldier is the 
one who suffers from neurocirculatory as- 
thenia. From Schwab’s description of 
chronic seasickness evidently the poorest 
sailor or marine is he who suffers from 
chronic seasickness. 
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ORGANIZATION SECTION 


The Executive Committee dedicates this page to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contri- 
bute to the understanding and fortification of our Society. 

An informed profession should be a wise one. 


The question of compulsory health in- 
surance has been brought to the fore by 
issuance of the Beveridge report in Eng- 
land and the National Resources Planning 
Board report in this country. 


The “American Beveridge plan” drafted 
by the planning board and recommending 
wide expansion of Government health 
service after the war, has aroused rela- 
tively little public interest in the United 
States, according to a recent Gallup poll. 
During the month after the plan was an- 
nounced, only about one-third of those in- 
terviewed had heard or read anything 
about it, and only one in every eight was 
able to tell what the plan proposed, the 
survey showed. 

To the question whether they had heard 
or read about the National Resources Plan- 
ning Board, 66 per cent answered no. Of 
the 34 per cent who answered yes, fewer 
than half could recall anything about the 
plan’s contents. The poll also indicated that 
the American public was more familiar 
with the British Beveridge plan than with 
ours. A similar poll conducted in Britain 
showed that nineteen out of every twenty 
voters had heard of the original Beveridge 
report. 


In the United States a mild reaction has 
occurred against postwar planning. Cer- 
tainly some of the programs have a ludi- 
crous aspect, notably those which envisage 
an ante-bellum Utopia whose inhabitants 
lead lives rich in vitamins and leisure. 

Whatever the advantages for the static 
industrial society in Europe, compulsory in- 
surance has not found a uniformly appre- 
ciative audience in America. There is a 
general feeling that a more satisfactory so- 
lution to the problem of adequate medical 
care can be arrived at through other means. 

The British Medical Association Council 
has gone on record as being opposed to 


state control of doctors. It adopted a re- 
port recommending that while the state as- 
sume responsibility for the organization 
and provision of medical services, “it is not 
in the public interest that the state should 
convert the medical profession into a 
salaried branch of the central or local gov- 
ernment service.” The report was drawn 
up by a representative medical committee 
following discussions with Health Minister 
Ernest Brown on the problems raised by 
the Sir William Beveridge proposals for 
comprehensive health and _ rehabilitation 
services run by the state. 


The health of the individual is the con- 
cern of society as a whole. Realization that 
all was not well with the health of the 
people was forcibly brought home to the 
nation when the first results of the medical 
examination of selectees were made known. 
These indicated that more than 40 per cent 
of examined men were being classified as 
unfit for general military service while 
more than one quarter were being rejected 
as unfit for any type of military service. 
The results of the selective service exami- 
nations should, however, have occasioned 
no surprise. In the last decade a great body 
of material has been accumulated, all of 
which points to the fact that if the health 
record of this country is, as is often claimed, 
the best in the world, the health level else- 
where must be low in the extreme. That 
among the objectives of postwar planning, 
enhancement of the health of the people 
must occupy a prominent position, is a fore- 
gone conclusion. If the health of the nation 
is to be raised to the level which existing 
knowledge now makes possible, it is evident 
that more of our resources must be invested 
in health activities. 


It is a virtual certainty that postwar (or 
wartime) Washington will establish some 
kind of national health insurance program 
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unless medicine puts forward acceptable 
alternatives. 


Despite transient cynicism about the 
value and function of broad planning, it 
seems that the profession has an urgent 
need to tackle this problem at once. Some 
steps have already been taken. 


Real planning will neither delay victory 
nor impair the service we now render. And 
‘it is truly essential if we are not to be left 
holding the bag on demobilization day. 

The statement by the National Resources 
Planning Board that, “It is essential that 
public provision be made for meeting the 
needs of our people for more adequate med- 
ical care. Toward this end the federal gov- 
ernment should stimulate, assist or under- 
take constructive action to provide such 
care for the millions of our people whose 
‘weed cannot be fully met from their own 
resources”—will provoke many a _ sharp 
controversy during the days ahead, within 
and without the profession of medicine. 

However, the issue may not be brushed 


aside by those having any part of the re- 
sponsibility for the leadership of postwar 
medicine. 


In an article in the Journal of the Ameri- 
can Medical Association, Dr. Wilburt C. 
Davidson says: “The main question facing 
the public and the medical profession today 
is not will medicine be socialized? but will 
socialized medicine be extended? And two 
questions that should be answered are, first, 
is the present system adequate for our 
needs? and, second, if not, will further so- 
cialization improve the situation? 

“The problem at present is not one of 
‘socialization’ but whether the proportion 
between the various types of existing serv- 
ices shall remain the same.” 

Dr. Davidson defines socialized medicine 
as “any organized method by which ade- 
quate diagnostic and therapeutic medical 
service can be made available to all of the 
people, regardless of their ability to pay.” 

The American Medical Association is not 
opposing the two income groups in this 
country in their effort to secure good medical 
service at a cost they can reasonably meet. 
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It has endeavored to discover more suitable 
methods to assist these people to solve their 
medical problems. It does oppose the ex- 
ploitation of the poor, and it is unalterably 
opposed to any scheme that would give the 
poor an inferior quality of medical care. 

The medical profession today is conduct- 
ing more social experiments in the methods 
of distributing medical services than all the 
proponents for change have ever conducted. 
Out of the two hundred and fifty or more 
projects that are being studied or operated 
by county or state medical societies, it is 
hoped that methods may be found to sup- 
plement existing medical facilities wher- 
ever necessity demands. These experiments 
in the distribution of medical care have been 
encouraged and studied by the American 
Medical Association and analyses of their 
advantages and disadvantages have been 
compiled by the Bureau of Medical Eco- 
nomics. The medical profession has op- 
posed some of the methods of distributing 
medical service for the reason that experi- 
ence has shown the impossibility of pro- 
viding good and sufficient medical care un- 
der such arrangements. In other instances 
the proposals have met with medical ap- 
proval as presenting the most satisfactery 
method thus far found to provide good 
medical care for the conditions or communi- 
ties concerned. 

“To proceed rashly without going through 
progressive stages will produce worse medi- 
cal service than exists under the present 
system. Ill-considered and hasty legislation 
is as likely to be harmful as beneficial. 
Whether a generation will be necessary for 
the transition or a century, as in public edu- 
cation, only sound experiment and experi- 
ence can tell.” 

Only so long as individual initiative is re- 
warded will American doctors and Ameri- 


‘can people generally retain their present 


position of world leadership. If it is desir- 
able to stop medical progress and to allow 
the health of the country to deteriorate, it 
can be accomplished no more easily than by 
subjecting the physician to a regimented 
routine and making a government servant 
out of him. 
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Hospital Staff Transactions 


HOSPITAL STAFF TRANSACTIONS AND CLINICAL MEETINGS 


AMERICAN FEDERATION OF CLINICAL 
RESEARCH, NEW ORLEANS SECTION 

The following abstracts are of papers presented 
at the meeting of the Federation held at the Lou- 
isiana State Medical School, June 23, 1943. 

Recent Advances in the Laboratory Diagnosis of 
American Trypanosomiasis. (Harry A. Senekjie, 
M. D.—From the Department of Tropical Medicine, 
Tulane University of Louisiana, New Orleans.) 

Chagas’ disease is confined to the Western Hemi- 
sphere, occurring in all the Latin-American Re- 
republics. In the Southwestern United States T. 
cruzi, the etiologic agent, is found in the mammal- 
ian reservoir vector, the assassin bug, but so far no 
cases of Chagas’ disease are reported in man. 

T. cruzi lives and multiplies in the leishmania 
stage in the reticulo-endothelial as well as in the 
parenchyma cells of almost all the organs, while 
in the trypanosome stage it occurs in the blood for 
a short duration. Such trypanosomes in the blood 
stream enter healthy cells and change back into 
the leishmania stage and repeat the cycle. If they 
do not, then eventually they are destroyed by the 
humoral and cellular defense of the host. Since 
the trypanosomes occur in very small numbers in 
the blood stream, the laboratory diagnosis is most 
difficult. 


The pathology and symptomatology of the dis- 
ease is very protean in the chronic and acute phases 
of the disease; therefore, the clinical diagnosis is 
difficult. 

The accurate diagnosis is made by clinical labor- 
atory methods, such as blood smear, culture of 
blood on hemoflagellate media, biopsy material of 
lacrymal gland and lymph gland, material obtained 
from bone marrow and splenic punctures, and xeno- 
diagnosis in which laboratory raised trypanosome- 
free assassin bugs are fed on suspected cases, 
which show the trypanosomes in the hind gut and 
feces in 10 to 15 days. 

Serologic methods are also used such as: “Ma- 
chado” complement fixation test, using as antigen 
extracts of infected liver or spleens of puppies 
or cultures of T. cruzi; precipitin, agglutination, 
lysis reactions, and allergic skin tests are also 
used. 


Trypanosoma cruzi contains a flaggelar “H” 
agglutinogen which is prepared by treating cul- 
tures with 0.3 per cent formalin, and giving rise 
to large flaking agglutination, which is loosely 
knit and has a tendency to settle to the bottom of 
the tube, leaving a clear supernatant fluid, and 
upon shaking the tube, the clumps break up into 
fine suspension. The somatic “O” agglutinogen 
is prepared by treating cultures with 90 per cent 
ethyl alcohol. It gives rise to small flaking ag- 
glutination which is tightly knit and the clumps 
do not tend to settle to the bottom of the tube and 


cannot be broken up into a finer suspension. As 
is the case with bacterial infections, similarly in 
Trypanosoma cruzi infection the titers for “H” 
agglutinins are higher than those for the “O” 
agglutinins. 

The slide agglutination antigen is prepared by 
adding 0.5 per cent in physiologic solution to 20 
day old cultures of the armadillo strain of T. cruzi, 
and the suspension is standardized to contain 100,- 
000,000 trypanosomes per c. c. When, on a glass 
plate, equal amounts of the dilutions of infected 
serum and antigen are mixed, within three to five 
minutes a positive agglutination is obtained. The 
titers of slide agglutination and “O” agglutination 
are more closely correlated than the “H” and slide 
agglutination. 

The skin test is performed by injecting intra- 
dermally killed cultures of T. cruzi. The reaction, 
which is positive in infected cases, consists of a 
wheal surrounded with an erythematous zone ap- 
pearing in eight to twelve hours, reaching its 
height in 24 hours and fading away in three to 
five days. 

One hundred and fifty Wassermann sera and 
eight cases of malaria yielded negative slide ag- 
glutination reaction. A case of undiagnosed fever 
gave a titer of 1:10. 

Bone Marrow Studies at Various Sites of the 
Sternum in Blood Dycrasias. (Philip Pizzolato, 
M. D. From the Division of Hematology, Depart- 
ment of Pathology, Charity Hospital of Louisiana 
at New Orleans.) 

Through recent work with patients having per- 
nicious anemia, Stasney and co-workers had shown 
that bone marrow taken at different sites of the 
sternum varied only slightly in quantity when de- 
termined by the Lamarzi technic and in the num- 
ber of nucleated elements. It had been constantly 
emphasized by numerous workers that the volume 
of marrow removed should not be greater than 1 
c. ¢. as more than this amount caused a rupture of 
the adjacent sinusoids and consequently a dilution 
of the marrow with plasma and red cells. 

In this study, using fifteen patients, 0.5 to 3.5 
c.c. of marrow were removed approximately 2.5 
cm. apart, from the sternum on one to nine occa- 
sions and placed in bottles containing dry oxalate. 
On each sample the following studies were per- 
formed: Total nucleated cell count and quantity of 
fat, plasma, buffy coat and erythrocyte layers as 
obtained from centrifugalization 
tubes. 

The fat varied from 0.0 to 26.5 per cent (per- 
nicious anemia had the extreme); plasma, 10 per 
cent (chronic myelogenus leukemia) to 95 per cent 
(secondary anemia); buffy coat, 1.1 per cent 
(Felty’s syndrome) to 78.0 per cent (chronic 
myelogenous leukemia); erythrocyte layer, 1 per 


in hematocrit 
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cent (subacute myelogenous leukemia) to 46 per 
cent (chronic myelogenous leukemia); total nu- 
cleated cells, 12,200 (secondary anemia) to 6238,- 
000 cu. mm. (chronic lymphatic leukemia). In the 
majority of the cases when 1 ¢. c. was aspirated 
the results were fairly constant. 
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row was hyperplastic, hypoplastic or normal, the 
other sample was approximately the same. 

In cases where 0.5 c. c. was taken, difficulty 
was noticed in aspirating and this might account 
for a greater variation. Occasionally a pocket of 
fat was punctured, resulting in a large fat layer 


TABLE 1 


(mil- 


lion per 
(thou- 


Diagnosis 
Red cell 
c.mm) 
sand per 
c.mm) 


count 
count 


Sickle cell disease 
Pernicious anemia . 


WM 44 Pernicious anemia 
Same patient 
five days later 
WF 26 leukemia 


Myelogenous 200.6 


* 58 Lymphatic leukemia .. 6.7 


Table 1 reveals the findings on five patients from 
whom 1 ¢c. ec. of marrow was aspirated. It was 
noted that the percentage of the various fractions 
and the number of nucleated cells were elevated or 


depressed simultaneously. If one sample of mar- 


sample 
Plasma 


Marrow 
Marrow 


oso} 


Hematocrit 


Total nucleated 


208.0 
177.0 
137.0 
292.0 

96.0 
126.0 


32.0 
19.0 
416.0 
549.0 
77.0 
69.0 


and consequently the other layers were altered. 
Variations were encountered when particles of 
bone and solidified fat partially obliterated the 
pipette in counting the total nucleated cells, mak- 
ing multiple counts necessary. 
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LOUISIANA STATE MEDICAL SOCIETY NEWS 


CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society 
East Baton Rouge 
Morehouse 
Orleans 
Ouachita 
Rapides 
Sabine 
Second District 
Shreveport 


INCOME TAX ANNOUNCEMENT 


Thousands of business and professional men, 
who do not come under the wage and salary with- 
holding provisions of the Current Tax Payment 
Act of 1943, will be required on or before Septem- 
ber 15 to file with their Collector of Internal Rev- 
enue a form known as the Declaration of Estimated 
Income and Victory Tax and make payment on 
the tax they estimate they owe for the year. Some 
15,000,000 persons in all will be required to file 
this declaration, the remaining two-thirds of the 


Date 
Second Wednesday of every month 
Second Tuesday of every month 
Second Monday of every month 
First Thursday of every month 
First Monday of every month 
First Wednesday of every month 
Third Thursday of every month 
First Tuesday of every month 


Place 
Baton Rouge 
Bastrop 
New Orleans 
Monroe 
Alexandria 


Shreveport 


nation’s taxpayers being relieved from filing be- 
cause they are meeting their 1943 tax obligations 
through the withholdings at source on salaries and 
wages. 


However, withholding at the source does not 
make everyone current in his tax payments because 
it does not apply to all wages and salaries, or to 
other forms of income such as interest, dividends, 
rents and business profits. Also the withholding 
rate approximates only the net Victory tax, the 
normal income tax and the surtax at the lowest 
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bracket tax, so that it does not make people in the 
higher wage and salary ranges fully paid up. 
Finally, certain groups such as those in the armed 
forces, ministers of the gospel, professional men, 
domestic servants and farm laborers, are exempt 
from withholding. 

Therefore, in order to place all taxpayers on an 
equal footing, from the standpoint of being current 
in their income and Victory tax payments, Con- 
gress provided a method by which the taxpayer 
will file a Declaration of Estimated Income and 
Victory Tax for the year, and pay that estimated 
tax either in a lump sum or in installments. 

Ordinarily, such a return would be filed in March 
for the current year, at the same time that the 
taxpayer filed his annual corrected return for the 
preceding year. In this transition year, however, 
it becomes necessary for about 15,000,000 individ- 
ual taxpayers to file a Declaration of Estimated 
Income and Victory Tax for the Calendar Year 
1943 on or before September 15, and to make at 
that time a payment of half the estimated annual 
tax, minus combined quarterly payments already 
made on 1942 incomes (which are credited on the 
1943 income), and estimated Victory and withhold- 
ing tax deductions for the year. 

Experts of the Bureau of Internal Revenue have 
greatly simplified for the taxpayer the task of 
filing the declarations. A simple form less than 
4 by 8 inches, has been prepared in which there 
are only six blank spaces to be filled in with esti- 
mated tax items. For the taxpayer’s help in fig- 
uring, this is accompanied by a single page work 
and instruction sheet, with only seven blank spaces, 
and a ready reference table for quickly computing 
the estimated tax on his income. More detailed 
instructions and work sheets will be provided on 
request to taxpayers who want to do a more pre- 
cise job of estimating their income and tax due 
for 1943. 

When a declaration shows a tax still owing the 
Government for 1943, even after all payments 
and withholdings, then half of the excess is to be 
sent to the Collector of Internal Revenue along 
with the declaration. The other half must be re- 
mitted on or before December 15. 

Credits to be taken on the declaration include 
payments made to collectors on March 15 and 
June 15 this year on account of 1942 income taxes; 
withholdings made by employers under the 5 per 
cent Victory tax for the first half of the year, 
before the new withholding system went into ef- 
fect; and taxes withheld from wages from July 1 
until December 31, 1943. 


O 
oO 


BUFFINGTON HONORED 
Dr. Wiley R. Buffington, New Orleans, has been 
appointed a member of the Council of the Southern 
Medical Association from Louisiana for a regular 
Council term of five years, beginning in mid- 
November, the appointment having been announced 
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recently by the President-Elect, Dr. W. T. Woot- 
ton, Hot Springs National Park, Arkansas. Dr. 
Buffington succeeds Dr. Lucien A. LeDoux, New 
Orleans, whose term will expire at the close of 
the Cincinnati meeting in November and who, hav- 
ing served the constitutional limit, is not eligible 
for reappointment. 





NEWS ITEMS 

Commander Earl F. Evans, who graduated 
from Tulane Medical School in 1930 and who for 
three years played center on the football team, is 
now director of physical training department at 
the United States Naval Academy at Annapolis. 
Commander Evans has had extremely active duty 
in the Far East. At the time of Bataan he was 
surgeon to the submarine fleet, a position which 
he held until he returned to this country in De- 
cember on a submarine which, during his period 
of service, sank five Japanese ships. 

The ninth annual meeting of the Mississippi 
Valley Medical Society will be held at Quincy, II- 
linois, September 29-30. An excellent group of 
speakers has been invited for the program. 


Dr. Walter B. Cannon, president of the Ameri- 
can-Soviet Medical Society, will be formally in- 
ducted as a member of the Academy of Sciences 
of the U. S. S. R. at a reception given in his honor 
by the Soviet Embassy on Thursday, August 12. 
Dr. Cannon, who is professor emeritus of physiol- 
ogy at Harvard, is the first American to be a 
member of both the Academy of Sciences of the 
United States and that of the U. S. S. R. 


UNITED STATES PUBLIC HEALTH SERVICE 


Surgeon Charles E. Allen has been relieved from 
New Orleans and directed to proceed to the Vernon 
Parish Health Unit, Leesville. Asst. Surgeon Wil- 
liam D. Brand has been ordered from New Orleans 
to the Maritime Service Enrolling Office, Minne- 
apolis, Minn. P. A. Surgeon Jack G. Mearns and . 
Asst. Surgeon John K. McBane have been relieved 
from duty in New Orleans and ordered to the Pub- 
lic Health Service Relief Station and the Maritime 
Service Enrolling Office, Los Angeles, Calif., re- 
spectively. P. A. Surgeon Joseph G. Pasternack 
has been ordered to the Marine Hospital, New Or- 
leans from Fort Stanton, New Mexico. 


INFECTIOUS DISEASES IN LOUISIANA 

For the week closing July 10 diseases reported 
to the Louisiana State Board of Health in numbers 
greater than 10 were as follows in numerical or- 
der: 29 cases of pulmonary tuberculosis, 23 of 
whooping cough, 15 of measles, and 11 of influenza. 
This is truly a very remarkable report. Of course 
the cases of syphilis and venereal disease in gen- 
eral are excluded, but it is extremely rare that only 
four diseases that are reportable occurring in num- 
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bers greater than 10. Of the unusual diseases, 
there were four cases of typhus fever reported and 
one ease of epidemic encephalitis. For the week 
which ended on July 17, pulmonary tuberculosis 
again led the list with 19 cases followed by 16 of 
mumps and 11 each of measles and bacillary dysen- 
tery. There is also listed for this week “other 
diseases.” A footnote in the official report says 
this includes 31 cases of unclassified pneumonia. 
Two cases of typhus fever were reported also, and 
three of meningococcus meningitis. For the week 
which terminated July 24 there were listed 47 
cases of tuberculosis, 28 of bacillary dysentery, 12 
of diphtheria, and 10 each of malaria and polio- 
myelitis. The 11 cases of poliomyelitis reported 
this week are rather disturbing, no cases having 
been reported in the previous two weeks. One is 
wondering whether the epidemic of polio which 
is striking in Oklahoma and Northern Texas may 
not be spreading down into Louisiana. For the 
week which ended July 31, there were 39 cases of 
pulmonary tuberculosis reported, 13 of typhus fe- 
ver, and 10 of malaria. Venereal diseases are re- 
ported at this time. It will be remembered that 
they are only totalled every four weeks. Of these 
diseases the previous four weeks had accumulated 
1,684 cases of syphilis, 963 of gonorrhea, 102 of 
ehancroid, 138 of lymphopathia venereum, and 10 
eases of granuloma inguinale. In this week also 
as in previous weeks, there were quite a few cases 
of “other diseases” which included 38 cases of un- 
classified pneumonia. 


THE AMERICAN CONGRESS OF PHYSICAL 
THERAPY 

Will hold its twenty-second annual scientific and 
clinical session September 8, 9, 10 and 11, 1943, 
inclusive, at the Palmer House, Chicago. Rehabili- 
tation is in the spotlight today—Physieal Therapy 
plays an important part in this work. The annual 
instruction course will be held from 8:00 to 10:30 
a. m., and from 1:00 to 2:00 p. m. during the 
days of September 8, 9 and 10, and will include 
a round table discussion group from 9:00 to 10:30 
a. m., Thursday, September 9. The scientific and 
clinical sessions will be given on the remaining 
portions of these days and evenings. A feature 
will be an hour demonstration showing technic 
from 5:00 to 6:00 p. m. during the days of Sep- 
tember 8, 9 and 10. All of these sessions will be 
open to the members of the regular medical pro- 
fession and their qualified aids. For information 
concerning the instruction course and program of 
the convention proper, address the American Con- 
gress of Physical Therapy, 30 North Michigan 
Avenue, Chicago, Illinois. 


LEGAL MEDICINE SEMINAR 
The Harvard Medical School, Courses for Grad- 
uates wili offer a Seminar in Legal Medicine to 
occupy the entire week October 4 to 9, inclusive. 
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It is planned particularly for medical examiners 
and coroners’ physicians, but will be open also to 
any other suitable graduate of an approved medi- 
eal school. 

The course will be practical rather than theor- 
etical and will consist of autopsy demonstrationos, 
technic and interpretation of laboratory tests, 
study of the day-by-day cases of a medical exam- 
iner, round table conferences, and the many sub- 
jects now included in the widening field of legal 
medicine. In order that each participant may re- 
ceive the maximum benefit, the enrollment has 
been limited to fifteen. For the Seminar the fee 
is $25. Application should be made on or before 
October 1 to Harvard Medical School, Courses for 
Graduates, 25 Shattuck Street, Boston, Massa- 
chusetts. 

THE VENEREAL DISEASE PROBLEM IN 

LOUISIANA FROM THE CIVILIAN’S 
STANDPOINT 


Louisiana today faces a great challenge. With 
the fifth highest venereal disease rate in the entire 
country, this state now contains within its borders 
large numbers of soldiers who have been sent here 
for training in the science of war. As a result 
of venereal disease acquired in this state, over 
75,000 man days were lost to our armed forces in 
the year 1942. When we reckon in the days lost 
to industry, and the death and disability in the 
years to come, resulting from venereal infections 
of today, a sorry picture is seen of the toll 
these diseases are now exacting. Our responsibil- 
ity is clear. For a healthy and vigorous army, and 
for a healthy and vigorous Louisiana of tomorrow 
as well as today, we, all of us, must act. What can 
we do? 

Prevention of the spread of syphilis and gonor- 
rhea is a many sided job, which needs the honest 
and continued efforts of all groups in the commun- 
ity. Four general lines of attack present them- 
selves—medical, public health, law enforcement, 
and social. 

With the powerful drugs which are now used 
in the treatment of both syphilis and gonorrhea, 
the medical problems of control of infectiousness 
and arrest or cure of the disease as usually easily 
solved. The arsenical drugs in syphilis and the 
sulfa drugs in gonorrhea, if taken regularly by 
the patient, quickly set up a chemical quarantine, 
which, unlike the quarantine necessary for small- 
pox or tuberculosis, allows the patient safely to 
carry on his usual activities without any danger 
to others. Although a small proportion of patients 
fail to respond to such treatment, we may justly 
have great confidence in our medical procedures 
for curbing the spread of syphilis and gonorrhea. 

Knowledge of how, when and where diseases 
spread is essential to effective control measures. 
We know that the venereal diseases spread almost 
always by sexual intercourse. We know further 
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that they are largely diseases of youth, hitting 
the late teens and early 20’s harder than any other 
age group. And we know that syphilis can be 
spread only during the first years and that the 
period of danger to other people, even by sex con- 
tact, bears no relation to the blood test, which in 
many cases remains positive for life, even after 
thorough treatment. 

Finding, bringing to treatment, and holding to 
treatment those patients who are spreading vener- 
eal disease is our chief public health job. What 
methods have we at hand? Routine blood testing 
of employee groups in business and industry? No. 
Most of those found by such surveys to be syph- 
ilitice are no longer infectious. And, because they 
still have a negative blood test, some of the most 
dangerous spreaders of syphilis will be missed. 
Also, gonorrhea, which is eight times as common 
as syphilis, will not be discovered by such testing. 
Routine smears for gonorrhea on food handlers 
and other groups? No. Smears are found positive 
in only about 30 out of a hundred women with 
gonorrhea. Contact investigation—that is finding 
and examining the named sexual partners of pa- 
tients with newly acquired venereal disease— 
stands as our most important public health guide- 
post to the venereal patient who is spreading 
disease. 

In many states, including Louisiana, and 
throughout the armed forces, procedures have been 
worked out for quickly transmitting contact in- 
formation gained from the patient to the public 
health agency responsible for finding the contact. 
Once the patient is found, holding him to treat- 
ment and prevention of exposure of others is es- 
sential. Quarantine hospitals for the isolation and 
rapid treatment of infectious venereal diseases are 
needed for these purposes. One such hospital has 
been in operation in Louisiana for the past year 
and has established its value beyond question. 
Education of all the people to the dangers of 
venereal disease, of the need for early diagnosis 
and treatment for the patient’s own sake as well 
as for the safety of the community, of the value 
of prophylaxis in preventing syphilis and gonor- 
rhea, is also a vital part of the public health at- 
tack. 

Vigorous enforcement of all the laws pertaining 
to prostitution is essential to successful wartime 
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venereal disease control. The bar or tavern keep- 
er who is a knowing third party, the hotel pro- 
prietor who looks the other way, the tourist camp 
operator whose cabins have too rapid a turnover, 
must quickly be shown that such practice must 
stop. The taxi driver, and bellhop procurer, the 
madame, and the prostitute herself, no matter 
what guise she assumes, must learn, and learn im- 
mediately that the law will not tolerate their ac- 
tivities. Police and sheriffs, city and district at- 
torneys and judges must work together. Police 
will naturally become discouraged at arresting 
prostitutes whom they know will be set free on 
payment of a small fine. Those in the prostitution 
racket have plenty of money for fines. “Thirty days 
or 30 dollars” means little to them; 60 or 90 days, 
without alternative of a fine, shows that we mean 
business. 

In a recent study it was found that of 1100 wom- 
en spreading venereal diseases, 21 per cent were 
prostitutes, 61 per cent pickups or chippies, 16 per 
cent girl friends, and 2 per cent wives. Thus, a 
large segment of our problem today concerns the 
girl on the fringe, the too often teen age amateur 
whose patriotism—if you will—leads her into dan- 
gers far beyond her knowledge. Neither the health 
officer nor the law enforcement officer can handle 
this problem alone. Venereal disease must * be 
searched for frequently and carefully in this group. 
Under age girls must be protected from too great 
temptation. They must be kept out of bars and 
taverns, must be safeguarded by patrolling of 
streets and parks at night. They must be protected 
by the minimum wage laws from the economic 
temptation to enter prostitution. 

Social agencies, schools, the church, and the 
home are urgently needed in this important phase 
of the problem. Opportunities for healthful redi- 
rection must be provided—through training schools 
and industry. Long term protection of the com- 
munity from the incorrigible and the mentally de- 
fective is also of importance. 

Our job is not an easy one. It requires energy, 
interest, cooperation, hard work. None of us is 
as yet doing all that can be done. I feel confident 
we will all understand our common problem a 
little better and will be able to meet it more ef- 
fectively. 

Ira L. Schamberg, M. D. 
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Neurosurgery and Thoracie Surgery: Prepared 
and edited by the National Research Council, 
Committee on Surgery. Philadelphia, W. B. 
Saunders Co., 1943. Pp. 310. Price, $2.50. 
Neurosurgery and Thoracic Surgery is the sixth 

of the series of military surgical manuals pub- 

lished under the auspices of Division of Medical 


Sciences of the National Research Council. 
sists of 300 pages, two-thirds of which are devoted 
to neurologic surgery. Chapter I, concerning Gun- 
shot and Other Injuries of the Scalp, Skull, and 
Brain, was prepared by Gilbert Horrax and Claude 


It con- 


C. Coleman. Specific instruction is given for the 
care of the wounded soldier from the time he is 
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picked up. Chapter II, by Claude C. Coleman and 
Cobb Pilcher, deals with Gunshot and Other In- 
juries of the Spinal Cord. Chapter III, Injuries 
of Intervertebral Disks in Military Service, is the 
only one not dealing with an emergency problem. 
It is written by J. Grafton Love. Byron Stookey 
and John E. Scarff collaborated on the chapter 
dealing with Injuries of Peripheral Nerves. This 
chapter is the most important and takes up over 
one-third of the entire volume. It includes valu- 
able diagrams and charts for recording sensory 
loss and muscle paralysis due to nerve injuries. 
Chapter V, entitled Infections of Nervous System 
and Its Coverings Arising From Injuries of War, 
was written by Charles Bagley, Jr., Francis C. 
Grant and Gilbert Horrax. It deals with infec- 
tions of the scalp, osteomyelitis of the skull, men- 
ingitis, epidural and subdural abscesses, abscesses 
of the brain, and epidural spinal abscesses. 

The section of the book devoted to Thoracic Sur- 
gery was prepared by Evarts A. Graham, Isaac A. 
Bigger, Edward D. Churchill, and Leo Eloesser. 
Chapter I deals with such problems as first aid 
measures for chest injuries, transportation, treat- 
ment of shock and drainage of the pleural cavity. 
Chapter II is a classification of chest injuries with 
notes regarding first aid and definitive treatment. 
Chapter III is concerned with the Complications 
and Sequelae of Thoracic Injuries. The remaining 
chapter covers the fundamental surgical technics 
and is well illustrated. 

This small volume, covering the military aspect 
of two surgical specialties, is a masterpiece of 
concise writing and should be of great assistance 
to general surgeons in need of condensed and au- 
thoritative information. 

DEAN H. EcHOoLs, M. D. 
Psychosomatic Medicine: By Edward Weiss, M. D. 
and O. Spurgeon English, M. D. Philadelphia, 

W. B. Saunders Co., 1943. Pp. 687. Price, $8.00. 

The appearance of this splendid book on the 
clinical application of psychopathology to general 
medical problems, is of vast significance to psy- 
chiatry and exemplifies the fact that doctors are 
shrewd and alert to changing trends and values. 
The book is unique and indicates the approach of 
far-reaching trends in the field of medical science. 

Psychiatrists have long been aware of the fact 
that understanding illness and treating sick people 
consists of much more than a knowledge of disease 
and that emotional factors strongly influence re- 
covery from illness and injury. 

Chapter 1 emphasizes the fact that a real under- 
standing of psychopathology is essential in order 
to study the emotional life in relation to ill health. 

Chapter II is excellent. It expresses the theme 
that all illness is a problem of disturbance of 
psyche and soma. Herein the authors go as far as 
to state that the first cause of certain disease pic- 
tures is psychopathology rather than tissue path- 
ology. 


Even with the use of all available superlative ex- 
pressions of praise I cannot overemphasize the im- 
portance and value of the material appearing in 
the last four chapters. 

This excellent volume is the outgrowth of years 
of research on clinical problems, clinical conference 
and teaching exercises in which patients were pre- 
sented who had been studied psychologically as well 
as medically. Any physician or surgeon who un- 
derstands and applies the principles and practices 
outlined in this elemental work will be tremen- 
dously helped to treat his patients more efficiently 
and successfully. 

C. P. May, M. D. 


Traumatic Surgery of the Jaws: By Kurt H. 
Thoma, D. M. D. St. Louis, The C. V. Mosby 
Company, 1942. Pp. 315, illus. Price, $6.00 
This volume (297 pages) is offered primarily to 

the dentist to assist him in preparation for first 

aid and the emergency treatment of injuries to the 
jaw. The plastic surgeon, the general surgeon, as 
well as the medical corps of the armed forces will 
find in it much of instructive value and interest. 

It is a very timely treatise presented during a 

period when injuries to the face and jaws are com- 

mon casualties of modern warfare. 

The examination and treatment of fractures of 
the jaw are quite completely covered in a concise and 
clear account of the newest and up-to-date methods. 
Treatment is based upon basic principles and the 
elaborate apparatus so often presented to the pro- 
fession are intentionally omitted. Skeletal fixation 
and wiring are described adequately and various 
technics are included. For the purposes for 
which the book was evidently designed one or two 
good methods would seem to have served the ob- 
jective better. Too many methods in a text of this 
type have a tendency to confuse rather than clarify. 

The chapter on soft tissue injury, and burns is 
too terse and abbreviated to be complete and in a 
treatise such as this (first aid and emergency 
treatment) is not to be expected. The same ap- 
plies to the therapy of infections and non-union of 
fractures, which are barely touched upon. 

The book is well written, the type is clear and 
the illustrations, 282 in all, are splendid. The lat- 
ter thoroughly and adequately serve their purpose 
and enhance to great degree the descriptive methods 
accompanying them. In the opinion of the reviewer 
this book is a real contribution to an important 
subject and at an appropriate time. 

WALDEMAR R. METz, M. D. 


Neurology: By Roy R. Grinker, M. D. Springfield, 


Ill., Chas. C. Thomas Co., 1943 

$6.50. 

We are always looking for something new with 
the idea, no doubt, that everything new is sure to 
be better. The steady advance of neurology has 
necessitated a thorough revision of this vitally use- 
ful and dependable reference volume and Grinker’s 


Pp. 1136. Price, 
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new neurology is far better and more comprehen- 
sive thatthe last edition. 

In this third, largely rewritten edition, more ef- 
fective illustrations, tables and much new material 
have been included throughout. To give even a 
partial list of the new inclusions would require far 
more space than is allowed for this review. 

The author says this book represents an attempt 
at a correlation of certain biological data which 
are essential to the study of the human nervous 
system in health and in disease. He believes, that, 
only in this manner, can adequate instruction in 
neurology be given so that the student will under- 
stand and not simply learn it. 

This great book is an encyclopedia of things neu- 
rological, by a master American neurologist and 
teacher. It is a basically oriented, fundamental 
work, and not merely a tabulation of signs and 
symptoms, which affords step-by-step guidance in 
concise, definite terms that leave no room for 
misunderstanding. 

C. P. May, M. D. 


Clinical Roentgenology of the Cardiovascular Sys- 
tem: By Hugo Roesler, M. D., F. A. C. P. 2d ed. 
Springfield, Illinois, Charles C. Thomas, 1943. 
Pp. 480, illus. Price, $7.50. 

This is the second edition of a well known 
volume on the roentgenology of the normal and 
pathological cardiovascular system. Revision was 
considered necessary because of new technics, and 
the steady progress which has occurred in this 
field of medicine. Very much new material, 37 
pages, 138 figures, and 819 references have been 
added in the second edition. 

The first chapter covers in considerable detail 
the technic of the roentgen examination of the 
cardiovascular system. The various types of ap- 
paratus and the positions of the patient are con- 
sidered. Chapters II through V complete the dis- 
cussion of the anatomy, measurements and dyna- 
mics of the normal cardiovascular system. The 
chapter on measurement is especially valuable be- 
cause of the evaluation of the various technics 
of measurement, and the correlation of cardiac 
measurement and certain body measurements. 
Chapter VI correlates the anatomical, clinical and 
roentgenologic findings in the normal cardiovascu- 
lar system and in various conditions, such as preg- 
nancy, congestive lung failure and pulmonary in- 
farction. 

Cardiovascular disease is considered from the 
viewpoints of etiology and structural changes in 
Chapters VII and VIII respectively. Diseases of 
the aorta and pulmonary artery are discussed in 
the next two chapters and pericardial disease is 
considered in Chapter XI. Chapter XII dealing 
with congenital cardiovascular malformations is 
one of the most valuable and inte~ssting portions 
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of this book. Disorders of cardiac rhythm, rate 
and contraction are considered next and the last 
chapter is devoted to peripheral vascular disease. 

In general, the text is clear and well written. 
The illustrations are excellent and the captions are 
complete and detailed, which adds considerably to 
the value of the illustrations. The bibliography 
is extensive and the index is complete. 

This book is indispensable to the cardiologist and 
the roentgenologist. It should be studied carefully 
by those internists and general practitioners with 
available roentgen ray equipment who fluoroscope 
their patients with cardiac disorders. 

J. N. ANE, M. D. 
PUBLICATIONS RECEIVED 

W. B. Saunders Company, Philadelphia and 
London: Gastro-Enterology (in three volumes), 
by Henry L. Bockus, M. D., Volume I. The Esoph- 
agus and Stomach. Manual of Fractures, Treat- 
ment by External Skeletal Fixation, by C. M. 
Shaar, M. D., F. A. C. S., and Frank P. Kreuz, Jr., 
M. D., F. A. C. S. Geriatric Medicine, edited by 
Edward J. Stieglitz, M. S., M. D., F. A. C. P. Col- 
lected Papers of The Mayo Foundation, edited by 
Richard M. Hewitt, B. A., M. A., M. D., A. B. Nev- 
ling, M. D., John R. Miner, B. A., Sc. D., James R. 
Eckman, A. B. and M. Katharine Smith, B. A., 
Volume XXXIV, 1942. 

American Medical Association, Chicago: Annual 
Reprint of the Reports of the Council on Pharmacy 
and Chemistry of the American Medical Associa- 
tion for 1942. New and Nonofficial Remedies, 
1943. 

The Blakiston Company, Philadelphia: Geneal- 
ogy of Gynaecology (History of the Development 
of Gynaecology Throughout the Ages), by James 
V. Ricci, A. B., M. D. 

Grune & Stratton, New York: The Boy Sex 
Offender and His Later Career, by Lewis J. 
Doshay, M. D., Ph. D. 

The Commonwealth Fund, New York: Diagnosis 
of Uterine Cancer by the Vaginal Smear, by George 
N. Papanicolaou, M. D., Ph. D. and Herbert F. 
Traut, M. D. 

Stanford University Press, Stanford University, 
Calif.: Handbook of Tropical Medicine, by Alfred 
C. Reed, M. D. and J. C. Geiger, M. D. 

Lea & Febiger, Philadelphia: Roentgenographic 
Technique, by Darmon Artelle Rhinehart, A. M., 
a, By F- a&&. &. 

Industrial Medicine Book Company, Chicago: 
The Mind of the Injured Man, by Joseph L. Fet- 
terman, M. A., M. D. 

The Williams & Wilkins Company, Baltimore: 
The Principles and Practice of Industrial Medicine, 
edited by Fred J. Wampler, M. D. 

Physicians’ Record Company, Chicago: 
Abstract Service, Series 1, No. 1. 
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